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EXAMINING WAYS THE SOCIAL SECURITY AD- 
MINISTRATION CAN IMPROVE THE DIS- 
ABILITY REVIEW PROCESS 


Wednesday, April 9, 2014, 

House of Representatives, 

Subcommittee on Energy Policy, Health Care & 

Entitlements, 

Committee on Oversight and Government Reform, 

Washington, D.C. 

The subcommittee met, pursuant to call, at 1:37 p.m., in Room 
2154, Rayburn House Office Building, Hon. James Lankford [chair- 
man of the subcommittee] presiding. 

Present: Representatives Lankford, Walberg, Massie, Speier, 
Cartwright, Duckworth, Luian Grisham, Horsford, Cummings, and 
Woodall 

Staff Present: Melissa Beaumont, Majority Assistant Clerk; 
Brian Blase, Majority Senior Professional Staff Member; Will L. 
Boyington, Majority Deputy Press Secretary; John Cuaderes, Ma- 
jority Deputy Staff Director; Adam P. Fromm, Majority Director of 
Member Services and Committee Operations; Linda Good, Majority 
Chief Clerk; Mitchell S. Kominsky, Majority Counsel; Mark D. 
Marin, Majority Deputy Staff Director for Oversight; Emily Martin, 
Majority Counsel; Ashok M. Pinto, Majority Chief Counsel, Inves- 
tigations; Jessica Seale, Majority Digital Director; Katy Summerlin, 
Majority Press Assistant; Sharon Meredith Utz, Majority Profes- 
sional Staff Member; Jaron Bourke, Minority Director of Adminis- 
tration; Courtney Cochran, Minority Press Secretary; Devon Hill, 
Minority Research Assistant; Suzanne Owen, Minority Senior Pol- 
icy Advisor; and Brian Quinn, Minority Counsel. 

Mr. Lankford. Good afternoon. The committee will come to 
order. 

I would like to begin this hearing by stating the Oversight Com- 
mittee mission statement. 

We exist to secure two fundamental principles: first, that Ameri- 
cans have the right to know what Washington takes from them is 
well spent; second, Americans deserve an efficient, effective Gov- 
ernment that works for them. Our duty on the Oversight and Gov- 
ernment Reform Committee is to protect these rights. 

Our solemn responsibility is to hold Government accountable to 
taxpayers, because taxpayers have the right to know what they will 
get from their Government. We will work tirelessly in partnership 
with citizen watchdogs to deliver the facts to the American people 
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and bring genuine reform to the Federal bureaucracy. This is the 
mission of the Oversight and Government Reform Committee. 

I will do a quick opening statement. 

The Social Security Administration oversees two large Federal 
disability programs: the Social Security Disability Insurance Pro- 
gram and the Supplemental Security Income Program. Both have 
grown rapidly over the last 25 years. The growth is unsustainable. 
It also poses a threat to the truly disabled, who are often pushed 
to the back of the line and face large benefit cuts in the future. 

In the vast majority of cases, a decision to allow benefits is an 
irrevocable commitment of taxpayer funds since favorable decisions 
are not usually appealed. Unfortunately, the growth in these pro- 
grams has limited some people from reaching their full potential, 
and in many cases a program that was intended to fight poverty 
is perpetuating poverty. 

According to a 2010 paper published jointly by the liberal Center 
for American Progress and the left-of-center Brookings Institution 
said SSDI is ineffective in assisting workers with disabilities to 
reach their employment potential or to maintain economic self-suf- 
ficiency. Instead, the program provides a strong incentive to appli- 
cants and beneficiaries to remain permanently out of the labor 
force. 

I welcome the testimony of Jennifer Lockhart today — thank you 
for being here — a fellow Oklahoman, who has both personal and 
professional experience assisting children and young adults with 
both physical and intellectual disabilities. Ms. Lockhart will pro- 
vide perspective today on how the Federal disabilities programs, 
while seemingly very well intentioned, can have devastating con- 
sequences on individuals and communities if not handled correctly. 
Tragically, many children are languishing on SSI programs, rather 
than being encouraged to pursue vocational and educational oppor- 
tunities. 

In June of last year, the subcommittee heard testimony from two 
former and two current Social Security administrative law judges. 
One of the themes of the testimony was the agency’s plan to reduce 
the backlog of initial claims, resulting in AJLs inappropriately put- 
ting people onto these programs. We also learned that the agency 
policy allows claimants and their attorneys to submit biased and 
incomplete evidence. 

While we have serious questions for the agency about its policies 
and management of these programs, I thank the agency for pro- 
viding timely information to the committee requests. Agency per- 
sonnel have conducted numerous briefings and transcribed inter- 
views with the committee. During one of these interviews. Regional 
Chief Administrative Law Judge Jasper Bead testified that it 
raises a red flag for a judg:e when they allow 75 to 80 percent of 
their decisions. It is stunning that between 2005 and 2012 more 
than 930,000 individuals were approved for benefits by an ALJ who 
approved more than 80 percent of the claimants for benefits. Dur- 
ing the same time period, more than 350,000 people were awarded 
disability by an ALJ with an allowance rate in excess of 90 percent. 

I appreciate, by the way, the bipartisan manner which the sub- 
committee has been able to approach this oversight. Ranking Mem- 
ber Speier and I both recognize there are significant problems with 
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these programs and that reform is needed. I thank her very much 
for the work and the partnership in this issue. 

Yesterday, Ms. Speier and I sent Acting Commissioner Colvin a 
letter outlining 11 common sense recommendations for the agency 
in order to improve the integrity of the disability determination 
process. One of the recommendations is for the agency to conduct 
timely continuing disability reviews. The agency is currently out of 
compliance with its legal requirement to conduct timely CDRs and 
has allowed a backlog of 1.3 million CDRs to develop. 

As Ms. Speier and I explained in our letter, an increase in CDRs 
must be coupled with a change to the medical improvement stand- 
ard, because this standard does not allow the agency to remove 
claimants who were wrongfully awarded benefits in the first place. 
Under the current standard, the claimant’s record must show that 
the claimant made significant medical improvement in order to end 
benefits. If the claimant was not disabled and wrongly received 
benefits initially, the standard of review will not remove them. 

Today the agency must address this question: Are the vast ma- 
jority of people who the agency expects to improve failing to do so 
or is it just extremely difficult for the agency to cease benefits? The 
question highlights a significant problem that needs to be ad- 
dressed and needs to be addressed quickly. Today’s testimony will 
show that the state of disability determination offices that conduct 
CDRs suffer from a lack of clear guidance about the medical im- 
provement standards. 

It will also reveal GAO made recommendations to the agency to 
correct problems with the CDR process, and made that rec- 
ommendation years ago, yet the agency has failed to implement 
fully the GAO’s recommendations to address these problems. It is 
in the works, but we have to be able to get it finished. Failure is 
not an option at this point. The agency must take steps to improve 
the disability review process and modify the review standards so 
that only individuals with genuine disabilities and who are unable 
to work continue to get benefits from these programs. 

This is a program designed to protect those most vulnerable. 
Through our inattention, if we don’t protect the most vulnerable, 
it is our gross error, and this committee intends to stay on top of 
that. 

With that, I recognize the ranking member, Ms. Speier. 

Ms. Speier. Mr. Chairman, thank you. 

At the outset, let me say this. There aren’t a lot of cameras in 
this room today, but this is precisely the kind of work that the 
Oversight and Government Reform Committee should be doing; in 
a bipartisan fashion, in a constructive fashion, with a number of 
experts who are here who are, in many respects, civil servants 
doing remarkable work. And I think we both know that part of our 
effort in making sure that this system is improved upon is making 
sure they have the resources to do the job. 

So I want to thank you, at the outset, for your commitment and 
the great work that you have shown, and the way we have collabo- 
rated and worked together and had meetings outside of hearings 
to try and come up with some solutions to this situation. 

The committee has been conducting oversight of the Federal dis- 
abilities program at the Social Security Administration. Just yes- 
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terday, as the chairman pointed out, together we sent a bipartisan 
letter to Social Security laying out a number of reforms and rec- 
ommendations we believe the agency can implement to enhance the 
efficiency and effectiveness of disability adjudications and improve 
the integrity of Federal disability programs. 

Now, I believe that and I said that, but I also recognize part of 
what we are asking for is going to require more resources in order 
to do it well. 

Social Security disability and supplemental security income are 
important lifelines for millions of Americans with disabilities. Re- 
cent estimates project disability insurance benefits of about $145 
billion to approximately 11 million SSDI beneficiaries and $59 bil- 
lion to almost 8.5 million SSI recipients. 

In previous testimony before this committee. Social Security Ad- 
ministration recited a motto repeated at the agency: The right 
check to the right person at the right time. Making sure that only 
those who meet the eligibility guidelines receive benefits is impor- 
tant so the American public can have confidence in their Govern- 
ment’s efficient and effective operation. 

The primary tool at SSA’s disposal is the CDRs, the Continuing 
Disability Reviews. These reviews are critical to the integrity of the 
Social Security disability program. CDRs are a highly cost-effective 
measure, saving the Federal Government, on average, $9 for every 
$1 spent on CDRs. So it makes all the sense in the world that we 
invest in providing the resources so that more CDRs can be done 
so that we can be confident in knowing that those who are receiv- 
ing SSDI and SSI are receiving it appropriately. 

SSA’s most recent report on CDRs estimates present value sav- 
ings of $5.4 billion in lifetime program benefits. These numbers 
speak for themselves as to why CDRs are so critical. Unfortunately, 
as the chairman mentioned, there is a backlog of 1.3 million 
uncompleted CDRs. This is just unacceptable. We all get an F for 
not properly funding you and for not reducing that backlog in an 
appropriate fashion. We have had a backlog at the Veterans Ad- 
ministration on disability claims and we have thrown a whole lot 
of money at that agency to get them to reduce that backlog, and 
I am afraid we are going to have to do it here, but I think it is 
going to be cost-effective in the long run. 

An IG’s report found that 79 percent of childhood CDRs were not 
conducted in a timely fashion. Additionally, GAO has found thou- 
sands of cases of child recipients who were expected to medically 
improve within 18 months, exceeded their scheduled review date by 
as much as six years or more. You know, this is unacceptable as 
well. 

Another IG found that even when a CDR is conducted and deter- 
mines benefits are no longer medically justified, those benefits are 
not always terminated in a timely manner. That results in an esti- 
mated $83.6 million in improper payments. That is unacceptable. 

President Kennedy once said we can do better, and I really do 
believe we can. But so must Congress. Annual appropriations of 
funds for CDRs have fallen short of the levels authorized in the 
last few years, and that is unacceptable. This is not the first time 
Congress has allowed a backlog of CDRs to develop. Again, we have 
to take some responsibility here. In the 1980s, the mid-1990s. Con- 
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gress also failed to provide adequate funds. Finally, in 1996, Con- 
gress acted by increasing funds for CDRs. The backlog was elimi- 
nated by 2002, but, again, it took six years to do it, even with the 
resources being put in place. 

We should once again recognize the importance of CDRs and this 
year finally provide the agency with the funds it needs. CDRs help 
protect taxpayer funds and the public’s interest. Congress must de- 
pendably provide adequate funds so that backlogs and the im- 
proper payments that result from them never return. 

Today we will also hear from a representative of disability exam- 
iners who are well positioned to help detect and prevent fraud at 
the initial determination level and while conducting CDRs. It is im- 
portant that disability examiners have the training and resources 
to perform their jobs effectively. It is also important that we sup- 
port the work and achievements of the inspector general on initia- 
tives like CDIs that allow coordination and collaboration on efforts 
to prevent, detect, and investigate fraud in Federal disability pro- 
grams. 

Mr. Chairman, it is a pleasure to work with you on this issue, 
and I look forward to the testimony. 

Mr. Lankford. Members will have seven days to submit opening 
statements for the record. 

We will now recognize the panel. 

Mr. Daniel Bertoni is the Director of Education, Workforce and 
Income Security at the U.S. Government Accountability Officer. 

Ms. Jennifer Nottingham is the President of the National Asso- 
ciation of Disability Examiners and a supervisor within the Ohio 
Disability Determination Service. We will have DDS thrown 
around a lot today. 

Ms. Marianna LaCanfora is the Acting Deputy Commissioner for 
Retirement and Disability Policy at the Social Security Administra- 
tion. 

Ms. Jennifer Shaw Lockhart is the State Director for Sooner 
SUCCESS at the University of Oklahoma Health Sciences Center, 
a fellow Oklahoman. 

Mr. Patrick O’Carroll is the Inspector General for the Social Se- 
curity Administration. 

Pursuant to committee rules, all witnesses are sworn in before 
they testify. If you would please stand and raise your right hand. 

Do you solemnly swear or affirm the testimony you are about to 
give will be the truth, the whole truth, and nothing but the truth, 
so help you, God? 

[Witnesses respond in the affirmative.] 

Mr. Lankford. Thank you. You may be seated. 

Let the record reflect that all the witnesses answered in the af- 
firmative. 

We will have time for discussion and questions after your open- 
ing statements. We have assigned five minutes for each of your 
opening statements. 

Mr. Bertoni, you are first up. 
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WITNESS STATEMENTS 
STATEMENT OF DANIEL BERTONI 

Mr. Bertoni. Thank you. Chairman Lankford, Ranking Member 
Speier, members of the subcommittee, good afternoon. I am pleased 
to discuss our work on the Social Security Administration’s efforts 
to assess DI and SSI program recipients’ continued eligibility for 
benefits. 

Last year, SSA provided nearly $200 billion in benefits to about 
11 million DI and 8 million SSI recipients. Both the numbers of re- 
cipients as well as program costs have grown in recent years, and 
are poised to grow further due to economic and population changes. 

To ensure that only eligible individuals receive disability bene- 
fits, accurate determinations at the time of application and follow- 
up reviews after benefits are granted provide an important check 
on growth and are key to ensuring program integrity. 

Federal law requires that SSA conduct periodic Continuing Dis- 
ability Reviews, or CDRs, of recipients and requires SSA to find 
substantial evidence of medical improvement before ceasing bene- 
fits, known as the medical improvement standard. My remarks 
today are based on our prior work and discuss SSA’s efforts to as- 
sess recipients’ continued benefit eligibility and aspects of the re- 
view standard that affect these efforts. 

In summary, SSA reported in January 2014 that it is behind 
schedule in conducting CDRs and has a backlog of 1.3 million re- 
views. The agency is also conducting fewer CDRs in general. From 
fiscal year 2000 to 2011, adult CDRs fell from over 580,000 to 
100,000, and child CDRs dropped from over 150,000 to 45,000. 

For those children with mental impairments, CDRs declined 80 
percent, from 84,000 to just 16,000. Thus, in 2012, we reported that 
over 400,000 child SSI cases with mental impairments were over- 
due a CDR, with more than 24,000 overdue by six years or more, 
including thousands who were deemed likely to medically improve. 

When CDRs are not conducted as scheduled, especially for those 
children whose conditions are likely to improve, improper payments 
may occur. And although child benefits are more likely to be ceased 
after review, SSA has historically placed a higher priority on con- 
ducting adult CDRs, which generally result in a cessation rate of 
around 12 percent. 

Of the child CDRs SSA does conduct, we found that the average 
benefit cessation rate was 32 percent; and for those with mental 
impairments, such as personality disorder and speech and lan- 
guage delay, cessation rates were 39 and 38 percent, respectively. 

In our report, we recommended that SSA work smarter to better 
target its limited resources and eliminate the backlog of child 
CDRs, with a specific focus on those likely to medically improve. 
SSA generally agreed with our recommendation, but cited resource 
limitations and competing workloads as a barrier going forward. 

Beyond the issue of SSA CDR prioritization, factors associated 
with the medical improvement standard pose a challenge to assess- 
ing recipients. During CDRs, individuals that SSA determines to 
have improved medically may have their benefits ceased. However, 
we reported in 2006 that only 1.4 percent of recipients who left the 
rolls did so because they had medically improved. 
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We also noted several factors that hindered us the ability to 
make this determination, including the limitations in SSA’s guid- 
ance for determining what level of improvement would constitute 
a cessation and how to apply key exceptions; inadequate docu- 
mentation of prior disability decisions, especially for cases decided 
at the appeals level; and the judgmental nature of the process, es- 
pecially for those cases involving psychological impairments. 

In our report, we noted that these factors had implications for 
the consistency and fairness of decision-making and recommended 
that SSA clarify its policies for assessing medical improvement. 
Since then, SSA has taken some steps that may help address the 
issue, but has not fully implemented our recommendations. Thus, 
its guidance is likely to continue to be problematic for staff in their 
efforts to make sound and consistent decisions. 

Mr. Chairman, this concludes my statement. I am happy to an- 
swer any questions that you or other members of the subcommittee 
may have. Thank you. 

[Prepared statement of Mr. Bertoni follows:] 
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SOCIAL SECURITY DISABILITY PROGRAMS 

SSA Gould Take Steps to Improve Its Assessment of 
Continued Eligibility 


What GAO Found 

The Social Security Administration (SSA) reported in January 2014 that it 
Is behind schedule in assessing the continued eligibility of recipients in its 
two disability programs. Disability Insurance (DI) and Supplemental 
Security Income (SSl),and has accumulated a backlog of 1,3 million 
continuing disability reviews (CDRs). From fiscal years 2000 to 201 1 , the 
numbers of adult and child CDRs conducted fell about 70 percent. 
Children make up about one fifth of all SSI recipients, and GAO reported 
in 201 2 that many of their CDRs were overdue. For example, more than 
24,000 CDRs for children with mental impairments were overdue by 6 or 
more years, including over 6,000 CDRs for children who were expected to 
medically improve within 6 to 18 months of their initial determination. 

GAO also identified several cases which exceeded their scheduled review 
date by 13 years or more. When CDRs are not conducted as scheduled, 
the potential for improper payments increases as some recipients receive 
benefits for which they are no longer eligible, in September 201 1 , SSA’s 
Office of the inspector General estimated that SSA had paid about $1 .4 
billion in SSI benefits to children who should have not received them. 

SSA attributes delays in performing CDRs to resource limitations and 
other factors: SSA also generally gives lower priority to conducting CDRs 
for children receiving SSI. In 2012, GAO recommended that SSA 
eliminate the existing CDR backlog for children with impairments who are 
likely to improve, and regularly conduct reviews for this group. White SSA 
generally agreed with GAO’s recommendation, the CDR backlog remains. 

During CDRs, disability recipients that SSA determines to have improved 
medically may be removed from the program; however, several factors 
may hinder SSA's ability to make this determination, in 2006, GAO 
reported that 1.4 percent of people who left the disability programs did so 
because SSA found that they had Improved medically. At that time, GAO 
identified several factors that hindered SSA’s ability to assess whether DI 
and SSI recipients met the medicai improvement standard. These 
included; (1) limitations in SSA guidance for applying the standard; (2) 
inadequate documentation of prior disability determinations; (3) failure to 
abide vwth the requirement that CDR decisions be made on a neutral 
basis— without a presumption that the recipient remained disabled; and 
(4) the judgmental nature of the process for assessing medical 
Improvement. Since 2006, SSA has taken some steps to address these 
issues; however, the agency has not fully clarified policies for assessing 
medical improvement, as GAO recommended. 
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Chairman Lankford, Ranking Member Speier, and Members of the 
Subcommittee: 

I am pleased to discuss our prior work on the Social Security 
Administration’s (SSA) efforts to assess Disability Insurance (Dl) and 
Supplemental Security Income (SS!) recipients’ continued medical 
eligibility for benefits. In 2012, these disability programs provided $189 
billion in cash benefits to 10.9 million Dl recipients and 8 million SSi 
recipients, including adults and children. Both the numbers of Dl and SSI 
recipients, as well as program costs, have grown in recent years, and 
both are poised to grow further in the future because of economic and 
population changes. Federal law, as well as SSA's regulations and 
guidance, prescribe policies and procedures intended to ensure that only 
those eligible to receive benefits do so. Both the initial determination of an 
individual’s medical eligibility at the time of application and assessments 
conducted after benefits have been granted are key to ensuring the 
integrity of these programs. Assessments of continued eligibility provide 
an important check on program growth by removing ineligible recipients 
from the rolls, even while new applicants are added, if these reviews are 
not conducted in sufficient numbers, the agency will continue to struggle 
to contain growth in benefit payments, placing added burden on already 
strained federal resources. Over the years, the Congress has taken 
actions to add requirements related to SSA’s review of recipients’ 
continued medical eligibility for benefits. For example, beginning in 1982, 
federal law required SSA to conduct certain continuing disability reviews 
(CDRs) for this purpose, and since 1984, federal law has generally 
required SSA to find substantial evidence demonstrating medical 
improvement before ceasing a recipient’s benefits— known as the medical 
improvement standard. 

My remarks today are based on our prior work that found several factors 
hindered SSA’s efforts to assess disability program recipients’ continued 
medical eligibility for benefits. I will discuss (1) SSA's efforts to monitor D! 
and SSI recipients’ continued eligibility, and (2) factors associated with 
the medical improvement standard that affect these efforts. This 
information was drawn primarily from two reports we issued in 2006 and 
2012, as well as a review of SSA’s current related data we performed in 
March and April 2014. Specifically, we updated selected information 
related to SSA’s CDR backlog, budget requests, and guidance for 
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assessing medical improvement as of 2014,^ For our prior reports, we 
reviewed relevant federal law. regulations, and guidance; interviewed 
SSA officials; and also relied on a variety of additional methodologies. For 
example, for our 2006 report on the medical improvement standard,^ we 
surveyed all 55 state directors responsible for disability determination 
services (DDS), and for our 2012 report on children receiving SSI 
benefits,^ we conducted site visits to 9 SSA field offices and 1 1 state DDS 
offices and reviewed SSA’s data on CDRs conducted from fiscal years 
2000 to 2011. We conducted our work In accordance with generally 
accepted government auditing standards. Those standards require that 
we plan and perform the audit to obtain sufficient, appropriate evidence to 
provide a reasonable basis for our findings and conclusions based on our 
audit objectives. We believe that the evidence obtained provides a 
reasonable basis for our findings and conclusions based on our audit 
objectives. 


Background 


SSA administers two disability programs that provide monthly cash 
benefits to eligible individuals: Dl, enacted in 1956, and SSI, enacted in 
1972. Dl provides monthly cash benefits to eligible workers unable to 
work because of a long-term disability and who have paid into the Social 
Security Trust Fund, whereas SSI provides monthly cash benefits to 
people with disabilities on the basis of need, regardless of whether they 
have paid into the Social Security Trust Fund. In order to be eligible for Dl 
or SSI benefits based on a disability, an individual must meet the 
definition of disability for these programs — that is, they must have a 
medically determinable physical or mental impairment that (1) prevents 


^Beyond this review, we did not update our analyses from our prior reports. 

^GAO. Social Security Disability Programs: Clearer Guidance Could Help SSA Apply the 
Medical Improvement Standard More Consistently, GAO-07-8 (Washington, D.C.; October 
3, 2006). 

^GAO, Supplemental Security Income: Better Management Oversight Needed for 
Children’s Benefits, GAO-12-497 (Washington, D.C.: June 26, 2012). 


Page 2 


GAO-14.492T 



12 


the individual fr<xn engaging in any substantial gainful activity and (2) has 
lasted or is expected to last at least 1 year or result in death.'* 

The disability determination process is the same for Di and SSI 
applicants. An SSA field office determines that an applicant has met 
SSA’s nonmedical eligibility requirements for disability benefits,® and then 
the applicant’s claim is sent to the state DDS for an initial review of the 
claimant’s medical eligibility.® After assembling all medical and vocational 
information for the claim, a DDS examiner, in consultation with 
appropriate medical staff, determines whether the claimant meets the 
requirements of the law for having a disability. Claimants who are 
dissatisfied with the initial DDS determination may choose to pursue 
several levels of appeal, including: a “reconsideration” of the claim, 
conducted by DDS personnel who were not involved in the original 
decision; a hearing before an administrative law judge (ALJ); and a 
review of the claim by the Appeals Council, which is comprised of 
administrative appeals judges and appeals officers. Final SSA decisions 
are also subject to review in federal district court. 

If SSA determines that an individual is disabled, the agency is required to 
conduct periodic CDRs to ensure that only recipients who remain 
disabled continue to receive benefits.^ These reviews assess whether 
individuals are still eligible for benefits based on several criteria, including 
their current medical condition and ability to work,® DDS staff generally 


U2 U.S.C. §§ 423(d)(1)(A) and 1382c(a)(3)(A). Substantial gainful activity is generally 
work activity involving significant physical or mental activities that is done for pay or profit, 
whether or not a profit is realized. 20 C.F.R, §§ 404.1572 and 416,972. In 2012, the 
substantial gainful activity threshold was $1,690 per month for blind recipients and $1,010 
per month for individuals with other disabilities. 

®For example, field office staff are to ensure that an SSI applicant meets income and 
resource requirements and determine if a DI applicant has a sufficient work history. 

®Although SSA is responsible for administering these programs, the law allows for initial 
determinations of disability to be made by state agencies, known as DDS offices. See 42 
U.S.C. § 421(a)(1).‘hie work performed at DDS offices is federally funded and is carried 
out in aocordance with applicable federal laws, as well as SSA regulations, policies, and 
guidelines, 

^SSA's regulations pertaining to CDRs for DI and SSI can be found at 20 C.F.R. §§ 
404.1589 and 416,989, respectively. 

®!n additton to medical CDRs. SSA also conducts “work CDRs" in which it assesses if an 
individual’s earnings exceeded program limits. This testimony focuses on medical CDRs. 
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establish the timeframe for when SSA should conduct a CDR on the basis 
of the expected likelihood of a recipient’s medical improvement. However, 
SSA also uses a pM’oflling model to score and prioritize CDRs if funding is 
not available to conduct all scheduled CDRs. 

In response to prior concerns that some recipients were being arbitrarily 
removed from the disability programs via the CDR process, Congress 
passed the Social Security Disability Benefits Reform Act of 1984,® which, 
among other things, established a medical improvement standard. Under 
this standard, SSA may only discontinue benefits for an individual if it 
finds substantial evidence demonstrating both that a beneficiary’s medical 
condition has improved’® and that the individual is able to engage in 
substantial gainful activity.” If SSA determines that these conditions have 
not been met in the course of conducting a CDR, the recipient may 
continue to receive benefits until the individual receives a subsequent 
CDR (which potentially could result in a discontinuation of benefits), dies, 
or transitions to Social Security retirement benefits. 


®Pub. L. No. 98-460 § 2, 98 Stat. 1794 

’®The regulations implementing the act define improvement as any decrease in the 
medical seventy of tie recipient's impairment(s) since the last time SSA review/ed his or 
her disability, based on improvements in symptoms, signs, or laboratory findings. 

”42 U.S.C. §§ 423(f)(1) and 1382c(a)(4){A){i). The medical improvement standard for 
individuals under ttie age of 1 8 vi/ho receive SS! benefits is different. See 42 U.S.C. § 
1382c{a)(4KB). The law also identifies certain ottier limited circumstances under which 
benefits may be disconfinued, besides the medical improvement standard. See 42 U.S.C. 
§ 423(f) and § 1382c{a)(4)(A) and (C). 
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SSA Has a Backlog of 
More Than 1 Million 
Dl and SSI Benefit 
Eligibility Reviews 


SSA reported in January 2014 that it is behind schedule in assessing the 
continued eligibility of Dl and SSI recipients and has accumulated a 
backlog of 1.3 million CDRs. In recent years, SSA has cited resource 
limitations and a greater emphasis on processing initial claims and 
requests for hearings appeals as reasons for the decrease in the number 
of CDRs conducted. From fiscal years 2000 to 201 1 , the number of adult 
CDRs fell from more than 580,000 to about 180,000 (69 percent)’^ and 
the number of childhood CDRs fell from more than 1 50,000 to about 
45,000 (70 percent), according to our analysis of SSA data (see fig. 1).’® 
More specifically, CDRs for children under age 18 with mental 
impairments— a group that comprises a growing majority of all child SSI 
recipients — declined from more than 84,000 to about 16,000 (an 80 
percent decrease). 


''^in general, DOS staff consider the likelihood of a recipient’s medical improvement when 
establishing the timeframe for when SSA should conduct a CDR. Improvement categories 
and general time frames used are (1) “medical improvement e>?)ected,” 6 to 18 months: 

(2) "medical improvement possible,” 3 years; and (3) “medica! improvement not e>q5ected,’' 
5 to 7 years. For adults receiving SSI, SSA conducts CDRs using two methods: (1) SSA 
headquarters sends some cases to the DOS for a full medical review, and (2) SSA mails a 
questionnaire to other recipients and reviews their responses to determine continued 
eligibility. At this time. SSA does not use the mailer process for SSI child recipients. For 
comparability in the number of CDRs for adults and children, the CDR data in this section 
apply to full medical reviews only. 

’^With respect to children receiving SSI benefits, under Title XVI of the Social Security 
Act, SSA is generally required to (1) conduct a CDR at least every 3 years on all child 
recipients under age 18 whose impairments are likely to improve (or, at the 
Commissioner's option, recipients \Miose impairments are unlikely to improve) (42 U.S.C. 

§ 1382c{a)(3)(H){ii)(l)): (2) conduct a CDR within 12 months after the birth of a child who 
was granted benefits in part because of low birth weight (42 U.S.C. § 13e2c(a){3)(H)(iv)); 
and (3) redetermine, within 1 yearofttie individual’s 18th birthday (or whenever the 
Commissioner determines the individual is subject to a redetermination}, the eligibility of 
any individual who was eligible for SSI childhood payments in the month before attaining 
age 18, by applying the criteria used in determining initial eligibility for adults (42 U.S.C. § 
1382c(a)(3)(H)(iii)). For children under the age of 18— except for the initial CDR for low 
birth weight babies — DDS offices are directed by SSA policy to determine when recipiente 
will be due for CORs on the basis of foeir potential for medical improvement, and select 
and schedule a review date — otherwise known as a “diary date” — for each recipient’s 
CDR, 
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Figure 1: Number of Childhood CDRs Conducted for SSI Recipients under Age 18, 
by Primary Impainnent, Fiscal Years 2000 through 2011 

CDRs (in thousands) 

200 



Source. 3AO analysts of Soeta) SeewjtyAdminIstfstondata fron’ the Continuing DisabiKly Rewew j CDR) WaSei-fail Ftiiss, 


Children make up about one fifth of ail SSi recipients, and we reported in 
2012 that a large proportion of their CDRs were overdue. For example, 
CDRs for about one half of all child recipients with mental impairments 
(435,000) were overdue, according to our analysis of SSA data in 2012, 
Of these recipients, about 344.000 (79 percent) had exceeded the 
scheduled date by at least a year, with about 205,000 (47 percent) 
exceeding their date by 3 years, and about 24,000 (6 percent) exceeding 
the scheduled date by 6 years. We also identified several cases which 


’’■^A total of about 861.000 child recipients with mental impairments were receiving SSI 
benefits as of December 201 1 . 
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exceeded their scheduled date by 1 3 years or more. Of the 24,000 
childhood CDRs pending 6 years or more, we found that about 70 percent 
(over 17,000) were for children who had been categorized as “medical 
improvement possible” at initial determination, while 25 percent (over 
6,000) of these pending CDRs were for those children deemed medically 
expected to improve within 6 to 18 months of their initial determination 
(see fig. 2). Of these ca^s, we identified nine recipients who were 
expected to medically Improve, but whose CDR had been pending for 1 3 
years or more. Reviews of children who are expected to medically 
improve are more productive than reviews of children who are not 
expected to medically improve because they have a greater likelihood of 
benefit cessation and thus yield higher cost savings over time. 


Figure 2: Childhood CDRs Pending for at Least 6 Years, by Anticipated Medical 
improvement Category, for Children with Mental Impairments 



Medical Improvement Possible 


Medical improvement Expected 


Medical improvement Not Expected 

(1.019) 


Source; C5AO aoatfSis Of Soeal Secof«yAdmrtsU«!iondaaffi>m1he Contlnuir^i Disabtlity Review (CDR) WniGffBl! Riles, 

Note; Percentages do not equal 100 percent due to rounding. 


When CDRs are not conducted as scheduled, the potential for improper 
payments may increase as some recipients can receive benefits for which 
they are no longer eligible, in September 2011, SSA’s Office of the 
Inspector General estimated that SSA had paid about $1.4 billion in SSI 
benefits to approximately 513,000 recipients under age 18 who should 
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have not receive them — some of whom were pending revie\Are for 5 or 
more years.^® The Inspector General estimated that SSA will continue to 
make improper payments of approximately $461 .6 million annually until 
these revievire are completed. Furthermore, in its May 2012 CDR report, 
SSA estimated a program savings of $9.30 for every $1 invested in 
conducting CDRs and projected that those CDRs conducted for adult Di 
and SSI recipients and for child SSI recipients combined in fiscal year 
2010 would have saved federal programs the present value of estimated 
lifetime benefits of $3.5 billion."'® 

For several reasons. SSA has placed a higher priority on conducting 
CDRs for DI recipients, although children’s SSI benefits are more likely to 
be ceased after review. According to SSA officials, when CDR funding is 
less than what Is needed to conduct all CDRs at the scheduled intervals, 
the agency has historically given priority to performing reviews considered 
to be the most cost-effective, as well as staying current with DI CDRs and 
performing two specific statutorily required SSI reviews."'^ SSA officials 
told us that It is more cost effective to conduct adult DI CDRs than 
childhood SSI CDRs, because ceasing benefits for a young adult D! 
recipient may potentially represent decades of saved benefits. For SSI, 
statutorily required age 1 8 redeterminations are cost effective for the 


’®The SSA Inspector General estimated that SSA did not complete 79 percent of 
childhood CDRs and 10 percent of age 18 redeterminations on the basis of the results of 
275 cases of physical and mental impairments they reviewed. To estimate the amount of 
SSI payments made because SSA had not completed a timely childhood CDR, the 
Inspector General calculated the amount of SSI payments made between ttie 1-year 
anniversary of the scheduled CDR date and the earlier of the month of cessation or April 
201 1 {the date the Inspector General reviewed the cases). 

’®Thts represents the combined savings to the SSI, DI, Medicare, and Medicaid programs 
from CDRs conducted for the SSI and D! programs, from cessations and terminations due 
to failure to cooperate with a CDR in fiscal year 2010. The estimate includes savings to 
Medicare and Medicaid, as in some cases eligibility for SSI and SSD! confers eligibility for 
certain Medicare or Medicaid benefits, as well. SSA noted that the savings-to-cost ratio for 
fiscal year 2010 represents a significant drop from the average ratio for fiscal years 1 996 
through 2009 of $10.60 to $1. attributing the drop largely to the Medicaid estimates, which 
now reflect the effects of a Patient Protection and Affordable Care Act provision that 
allows most disabled SSI recipients terminated due to a CDR to retain their Medicaid 
coverage beginning January 1, 2014. Annual Report of Continuing Disability Reviews. 
Fiscal Year 2010. 

’’^In particular, SSA officials identified the following two reviews: age 18 redeterminations, 
whidi are required within 1 year after a child turns age 18, and reviews required within 12 
months after birth for recfoiente whose low birth weight was a contributing factor material 
to the determination of their disability. 42 U.S.C. § 1382c(a)(3)(H)(iii) and (iv), respectively. 
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same reason. Additionally, because Dl benefit payments are, on average, 
almost twice as much as SSI chiidhood payments, CDRs of adult D! 
cases generally produce greater lifetime savings, according to SSA 
officials. However, SSA reported that it ceased about 12 percent of all 
adult Dl claims that received a CDR. In comparison, our analysis of SSA’s 
data showed that 32 percent of child SSI claims that received a CDR 
were ceased in fiscal year 201 1 . For example, of those childhood CDRs 
conducted for children under age 18 with mental impairments, SSA 
ceased benefits for about 28 percent on average In fiscal year 201 1 , with 
personality disorders and speech and language delay having the highest 
cessation rates, 39 and 38 percent, respectively.^® Despite these high 
cessation rates, SSA and state DDS officials have acknowledged that the 
agency has not conducted reviews for child recipients in a timely manner, 
and in some cases, they have not conducted childhood CDRs prior to a 
child’s age 18 redetermination. 

In our 2012 report, we recommended that SSA eliminate the existing 
CDR backlog of cases for children with impairments who are likely to 
improve and, on an ongoing basis, conduct CDRs at least every 3 years 
for ail children with impairments who are likely to improve, as resources 
are made available for these purposes. SSA generally agreed that it 
should complete more CDRs for SSI children but emphasized that it Is 
constrained by limited funding and competing Dl and SSI workloads. 
Moving forward, one of the major objectives in SSA’s Fiscal Year 2013- 
2016 Strategic Plan’® is to “increase efforts to accurately pay benefits,” 
and the Plan indicates that SSA intends to conduct more CDRs, as 
funding is available. In addition, as part of the President's fiscal year 2014 
budget request, SSA asked for $1,227 billion to create a new Program 
Integrity Administrative Expenses account that the agency says would 


’®The cessation rates cited in this paragraph reflect “initial cessations," meaning that the 
agency concluded at tfie end of the CDR that the claimant involved no longer met the 
eligibility standards to continue receiving benefits, and therefore started the process to 
cease benefits. Claimants may subsequently avail themselves of an appeals process, 
which can result in a reversal of the initial cessation. 

’®SSA, Strategic Plan: Security Value for America. Fiscal Years 2013-2016 (Feb. 2012). 
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establish a more reliable stream of mandatory program integrity funding. 
While additional funding may help address the CDR backlog, we continue 
to have concerns about the agency’s ability to manage limited funds in a 
manner that adequately balances its public service priorities with Its 
stewandship responsibility. Because SSA has noted that it considers SS! 
childhood CDRs to be a lower priority than other CDRs, it is unclear 
whether the agency will use new increases in funding to review children 
most likely to medically improve — reviews that could yield a high return on 
investment. 


Several Factors 
Associated with the 
Medical Improvement 
Standard Have 
Challenged the 
Assessment of 
Recipients’ Continued 
Eligibility 


During CDRs, disability recipients that SSA determines have improved 
medically may cease receiving benefits; however, several factors may 
hinder SSA's ability to make this determination. In 2006,^’ our analysis of 
SSA data showed that 1 .4 percent of all the people who left Dl and SSI 
between fiscal years 1999 and 2005 did so because SSA found that they 
had improved medically; however, more recipients left for other reasons, 
including conversion to regular Social Security retirement benefits or 
death. At that time, we Identified a number of factors that challenged 
SSA’s ability to assess Dl and SSI recipients using the medical 
improvement standard.^^ 

• Guidance //m/faf/ons— Limitations in the SSA guidance then in effect 

for applying the medical improvement standard may have resulted in 
inconsistent disability decisions. Specifically, in 2006, SSA guidance 
on CDRs instructed examiners to disregard “minor” changes in a 
recipient’s condition without defining what constituted a minor change. 


^°This proposal w/as also included in tiie President's fiscal year 2016 budget request. 
According to a statement by Acting Commissioner Carolyn Colvin, the Program Integrity 
Administrative Expenses account, as proposed, would be separate, and in addition to, 
SSA’s Limitation on Administrative Expenses account. Under the proposal, the funds 
would be available for 2 years, providing SSA with the flexibility to hire and train staff to 
support the processing of more program integrity work. See Carolyn W. Colvin, Acting 
Commissioner. SSA. Sfafemenf for the Record, testimony before Subcommittee on Social 
Secuflty, Committee on Ways and Means, United States House of Representatives. 
January 16, 2014 

^■’See GAO, Social Security Disability Programs: Clearer Guidance Could Help SSA Apply 
trie Medical Improvement Standard More Consistently, GAO-07-8 (Washington, D.C.; 
Octobers, 2006), 

^^As previously noted, beyond our review of currently available data, we did not update 
our 2006 analyses. 
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In addition, when assessing whether improvements in recipients’ 
medical conditions were related to their ability to work, the SSA 
guidance Instructed examiners to ensure a “reasonable relationship” 
between the amount of improvement and the increase in the ability to 
perform basic work activities. However, at that time, the guidance did 
not require a specific amount of increase in functioning to better guide 
examiners in their decision making. 

• Inadequate documentation — If a prior disability determination was 
Inadequately documented, it can be challenging for the disability 
examiner to demonstrate medical improvement in a CDR. Because 
the prior decision is the starting point for conducting a CDR and 
examiners are required to find evidence of medical improvement since 
that last decision in order to cease benefits. Inadequate 
documentation of evidence in prior decisions may make it difficult to 
assess medical improvement, in our 2006 survey, some DDS 
directors commented that cases decided on appeal were the most 
likely to lack adequate documentation. Several officials reported that 
guidance in effect at that time instructed ALJs to include enough 
information to make their decisions legally sufficient, but there was no 
specific instruction to include ail of the evidence that would be needed 
to assess medical improvement as part of a future CDR. 

• Presumed disability— According to our 2006 survey,^® a majority of 
DDSs incorrectly presumed that a recipient had a disability when the 
CDR was being conducted, which may have made it more difficult for 
examiners to determine if a recipient had improved medically. We 
reported that this practice is contrary to the taw as well as SSA 


conducted a national Web-based survey of all 55 Disability Determination Services 
(DDS) directors in the 50 states, the District of Columbia. Puerto Rico, tfre Virgin Islands, 
the Western Pacific Islands, and the federal DDS. We received 54 completed surveys for 
a response rate of 90 percent. The purpose of this survey was to assess the extent to 
which the medical improvement standard impacts outcomes of CDRs and determine if the 
standard poses any special challenges for SSA when determining whether recipients 
continue to be eligible for benefits. The results of this survey are available in GAO-07- 
4SP, Social Security Disability Programs: Survey of Disability Determination Services 
Directors, an E-supplement to GAO-07-8. 
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regulations and policy, which require that CDR decisions be made on 
a “neutral basis. 

• Reliance on judgment— The judgmental nature of the process for 
assessing medical improvement likely hinders its reliability. For 
example, one examiner may determine that a recipient has improved 
medically and discontinue benefits, while another examiner may 
determine that medical improvement has not been shown and will 
continue the individual’s benefits.^® Furthermore, we previously found 
that the amount of judgment involved in the decision-making process 
increases when the process involves certain types of impairments, 
such as psychological impairments, which are more difficult to assess 
than other impairments, such as physical impairments. 

These issues have implications for the consistency and fairness of SSA’s 
medical Improvement decision-making process, and in 2006, we 
recommended that SSA clarify policies for assessing medical 
improvement. Since then, SSA has taken some steps that may help 
address the issues we raised but has not fully implemented the actions 
we recommended. In 2009, SSA began implementing an electronic 
claims analysis tool for use during initial disability determinations to (a) 
document a disability adjudicator’s detailed analysis and rationale for 
either allowing or denying a claim, and (b) ensure that all relevant SSA 
policies are considered during the disability adjudication process. In 


the time our 2006 report was issued, SSA defined neutral basis as a review that 
neither presumes that a recipient {1 ) is still disabled because he or she was previously 
found disabled and (2) is no longer disabled because he or she was selected fisr a CDR. 
See also 42 U.S.C. § 423(0. 42 U.S.C, § 1382c(a)(4), 20 C.F.R, § 404.1594(b)(6), and 20 
C.F R. §§416.994(b)(1){vi) and 416.994a(a)(2). 

one of the CDR cases that we reviewed for our 2006 report, the examiner conducting 
the initial CDR determined that medical improvement was shown and discontinued the 
individual’s benefits. The recipient was initially awarded disability benefits for a back injury 
with limited range of motion in the recipient's back. When the CDR was conducted, the 
examiner evaluated all of the relevant evidence and concluded that the individual's range 
of motion had improved. The examiner also noted that the individual's allegations of pain 
did not correlate with the findings from both the physical exam and the laboratory findings. 
As a result, the examiner concluded that medical improvement had occurred. On appeal 
to reconsideration 6 months later, a different DOS examiner conducted a review using the 
same medical evidence as the original examiner, but determined that medical 
Improvement had not occurred, and continued benefits. Ttie examiner conducting the 
appeal conduded that the redpient continued to experience pain consistent with the back 
conditicxi, and thus medical improvement was not shown. However, we had no basis for 
determining whidi dedsion was correct. 
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addition, SSA reported In February 2013 that it was developing a too! to 
help hearing offices standardize and document the hearing decision 
process and outcome. However, SSA’s guidance for assessing medical 
improvement may continue to present challenges when applying the 
standard. As of April 2014, the guidance does not provide any specific 
measures for what constitutes a “minor” change in medical 
improvement.^ and it instaicts examiners to exercise judgment in 
deciding how much of a change justifies an increase in the ability to 
work.^ 

Chairman Lankford, Ranking Member Speier, and Members of the 
Subcommittee, this completes my prepared statement. 1 would be 
pleased to respond to any questions that you may have at this time. 


Contacts and 
Acknowledgments 


If you or your staff have any questions about this testimony, please 
contact me at (202) 512-7215. Contact points for our Offices of 
Congressional Relations and Public Affairs may be found on the last page 
of this statement. GAO staff who made key contributions to this testimony 
include James Bennett, Holly Dye, Rachel Frisk, Isabella Johnson, 

Kristen Jones, Sheila McCoy, and Waiter Vance, 


^®See SSA Program Operations Manual System (POMS) section Di 28010,015. The 
standards state that “although the decrease in severity may be of any quantity or degree, 
we will disregard minor changes in your signs, symptoms, and laboratory findings that 
obviously do not represent medical improvement and could not result in a finding that your 
disability has ended." 

^See POMS section DI 28015.320, 
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Mr. Lankford. Thank you. 

Ms. Nottingham. 

STATEMENT OF JENNIFER NOTTINGHAM 

Ms. Nottingham. Chairman Lankford, Ranking Member Speier, 
and other members of the committee, thank you for inviting NADE 
to share the perspective of the frontline disability determination 
employee. After several years of high attrition rates and hiring 
freezes, combined with an increased number of people applying for 
disability, the DBS’s caseload grew, particularly CDRs. With this 
year’s budget, SSA was able to hire a DBS staff and is dramatically 
increasing the number of CDRs sent for review. 

NADE believes it is critical to invest and train for all staff. Em- 
ployees at all levels of the disability adjudication process should re- 
ceive more training opportunities and updates. This includes dis- 
ability hearing officers and ALJs. It would be counterproductive to 
remind examiners of a policy, only to have it be not known by a 
hearing officer or ALJ. 

Medical improvement review standards shifts the burden of proof 
from the claimant to the DBS. SSA has a strict definition of dis- 
ability, and to be found disabled the individual must prove that 
they meet the criteria. However, at the CDR the definition is re- 
moved. The medical improvement review standard policy dictates 
that benefit continue unless the beneficiary’s disabling condition 
has shown to have demonstrated medical improvement related to 
the ability to work. This standard is very stringent and, as a result, 
few claims are actually ceased. It is important to note that, 
through appeals, a DBS cessation may end up being continued by 
the disability hearing officer or ALJ. 

In processing a CI5R claim, the DDSs are required to compare a 
beneficiary’s current condition to their condition at the time of the 
most recent medical decision. Because of MIRS, the DDS cannot fix 
what may be perceived as a mistake or wrong decision, as the DDS 
is not allowed to substitute judgment. There are many times dur- 
ing the processing of a CDR claim where the disability examiner 
would not currently find the beneficiary disabled, but must con- 
tinue benefits because medical improvement has not been dem- 
onstrated. If an individual is allowed and had minimal or normal 
findings at the Comparison Point Decision, as long as they still 
have similar findings, they will be continued. 

There are exceptions to MIRS; most notably the fraud and error 
exception. These exceptions only apply in a small portion of CDRs. 
The error exception policy states that it cannot be used to sub- 
stitute judgment, and it can only be used when a previous claim 
shows evidence that there was a clear objective error. An example 
would be a decision based off of records for the wrong patient. So 
even though the CDR examiner may consider the previous decision 
wrong, it is very difficult to prove an error, particularly if there is 
minimal rationale. The exceptions are underutilized and additional 
training is needed; however, the exception would still only apply to 
a small portion of CDRs. 

There has been significant attention on the allowance rate of 
ALJs. It is likely that fraud or error would not be found in most 
cases. The difference in the high allowance rate is more likely due 
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to a difference in subjective conclusions or decisions based on lim- 
ited information. Where this is often seen is in the assessment of 
credibility and the weight of medical source statements. The total- 
ity of the evidence needs to be considered. Factors such as objective 
medical evidence, medical history, consistency of the record, and 
activities of daily living should be considered when assessing the 
credibility and medical source opinions. If a statement is not well 
supported or inconsistent with the record, it should be given less 
weight. The credibility and medical source opinions can have a 
large impact on the outcome of a claim. They are subjective conclu- 
sions and the DDS is directed to not substitute judgment. 

In the adjudicative process, if a conclusion is not supported, poor- 
ly documented, or inconsistent with the available evidence, this 
would not be considered an error that can be cited, and if there is 
no clear objective error found, then MIRS directs us to determine 
if benefits continue. NADE recommends changing the CDR process 
and would support a discussion on a de novo decision at CDR. 

It is important to make sure the correct decision is made initially 
and only appropriate claims are allowed. NADE applauds SSA’s re- 
cent focus on policy and medical training with ALJs. Many exam- 
iners complain of AU decisions where the medical source state- 
ments are not supported with evidence, yet given great weight. 
NADE feels it would be beneficial if the DDSs were able to be rep- 
resented at the ALJ to help ensure policy compliance where display 
examiners receive more training. 

More review and oversight may be needed at all levels of the ad- 
judication process. Currently, there is minimal review of ALJ in 
disability hearing officer decisions. Although most claims are now 
electronic, there are still paper claims and some end up lost. CDRs 
with lost folders end up being continued most often. If the DDS 
cannot reconstruct the prior decision in order to make a compari- 
son, it will be continued. Steps should be taken to decrease the 
number of paper claims processed and to prevent lost folders. 

NADE continues to support the expansion of CDI units to help 
combat fraud. More emphasis on referrals to CDIU of CDR claims 
may be needed, along with additional fraud or similar fault train- 
ing. At CDR, many beneficiaries do not have treatment, despite 
many having access to treatment. That means the examiner rely 
upon a decision from a consultative examination that they are only 
seen one time. It is hard to make a decision without longitudinal 
evidence, and it is discouraging to see beneficiaries that don’t take 
advantage of medical treatment to improve their condition. 

That is all I have. Thank you for allowing me the opportunity to 
share NADE’s views on CDRs. 

[Prepared statement of Ms. Nottingham follows:] 
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Mr. Chairman, Members of the Subcommittee on Energy Policy, Health Care and Entitlements, 
Committee on Oversight and Government Reform. My name is Jennifer Nottingham and I am 
the current President of MADE, the National Association of Disability Examiners. I am also a 
Supervisor in the Ohio Disability Determination Service, or DDS. The members of MADE thank 
you for this opportunity to offer our comment and insight regarding the Social Security 
Administration's management of the federal disability programs. This hearing will examine the 
effectiveness of SSA's current process to medically review beneficiaries to determine if they 
should continue to receive federal disability benefits. 

Who We Are 

NADE is a professional association whose purpose is to promote the art and science of disability 
evaluation. The majority of our members work in the state Disability Determination Service 
(DDS) agencies where 15,000+ employees adjudicate claims for Social Security and/or 
Supplemental Security Income (SSI) disability benefits. As such, our members constitute the 
"front lines" of disability evaluation. Our membership also includes many SSA Central and 
Regional Office personnel, attorneys, physicians, non-attorney claimant representatives, and 
claimant advocates. The diversity of our membership, combined with our extensive program 
knowledge and "hands on" experience, enables NADE to offer a perspective on disability issues 
that is unique and which reflects a programmatic realism, which we believe, is a critical factor 
for Members of this Subcommittee to consider. 


NADE members are deeply concerned about the integrity and efficiency of the Social Security 
and the SSI disability programs. Simply stated, we believe those who are entitled to disability 
benefits under the law should receive them; those who are not, should not. 
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The CDR Claims Process and Impact of MIRS 

When a claim is approved for disability benefits, a diary is established for that claim to be 
reviewed again after a certain period, usually three (3) to seven (7) years, to determine if the 
disabling condition continues. After the diary expires, the claim is sent to the DDS for a 
Continuing Disability Review (CDR). The Medical Improvement Review Standard (MIRS) is used 
to evaluate CDR claims. MIRS was established in 1984 after a mandate from Congress. The 
MIRS policy dictates that benefits continue unless the beneficiary's disabling condition has 
shown medical improvement and the medical improvement is related to the ability to work. In 
effect, MIRS turns the tables on the federal disability program. During the initial application 
process, the burden is on the claimant to prove they are disabled. For initial and 
reconsideration claims, SSA defines disability as the inability to engage in any substantial gainful 
activity by reason of any medically determinable physical or mental impairment which can be 
expected to result in death, or has lasted for a continuous period of not less than 12 months. 

At the CDR level, the necessity to apply MIRS shifts the burden to SSA and the Disability 
Determination Service (DDS) to prove there has been significant medical improvement related 
to the ability to work. The MIRS standard is very stringent and, as a result, few claims are 
actually ceased. It must be noted, when the DDS proposes a cessation of benefits for CDRs or 
Age 18 redeterminations, the decision is not always upheld on subsequent appeal by Disability 
Hearing Officers (DHO) or Administrative Law Judges (AU). The majority of cessations 
processed by the DDSs are the age 18 redeterminations. These are claims processed for adults 
who have recently attained the age of 18 and were allowed benefits as children. These claims 
are re-examined by the DDS using adult criteria to determine if disability continues. MIRS does 
not apply to age 18 redeterminations. Instead, the DDS makes a new initial determination 
whether the claimant has an impairment that continues to be disabling based on adult criteria. 

To process a CDR claim, the disability examiners are required to compare a beneficiary's current 
condition to the beneficiary's condition at the time of the most recent medical decision, 
whether that is the initial allowance decision or the most recent CDR continuance decision. 

This most recent favorable decision is called the Comparison Point Decision (CPD). Because of 
MIRS, the DDS can only fix a mistake on a prior allowance decision if there is a clear objective 
error on the previous decision, as the DDS is not allowed to substitute judgment. It is not 
unusual to find a CDR claim where the disability examiner would not currently find the 
beneficiary disabled, but must continue benefits because significant medical improvement 
cannot be shown. If an individual is allowed and had minimal abnormal findings at the CPD, as 
long as the findings are similar, the beneficiary will remain on the disability rolls. 

Fraud or Similar Fault 

A finding of fraud or similar fault would be an exception to the use of the MIRS. When fraud or 
similar fault is suspected on a claim, it can be referred to the Cooperative Disability 
Investigation Unit (CDIU), if it is available in the state. After screening by CDIU, the claim can 
then be sent to the Office of Inspector General (OIG). Once a Report of Investigation (ROI) is 
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completed, the DDS is able to make a decision with additional information to address the 
concerns with fraud or similar fault. Unfortunately, not all DDSs have access to a CDIU. In 
those states, a screening process involves multiple levels of management reviewing the claims 
where fraud is suspected to make a decision whether to refer the claim to OIG. Significantly 
fewer claims are referred to OIG from states without a CDIU, The majority of CDIU referrals are 
for initial or reconsideration claims. Only a small number of CDR claims are referred to OIG. 

NADE believes it would be beneficial to the disability trust fund if there were an increased 
emphasis on referring CDR claims where fraud or similar fault is suspected, to CDIU. NADE 
supports the continued expansion of CDIUs and recommends each state have access to a CDIU. 
There are currently only 25 CDIUs in 22 states. To help with fraud detection, DDS employees 
should have access to more current employment information for claimants, NADE also 
supports a revision of the policies regarding fraud and similar fault. The current policies contain 
limited detail and direction on handling complex fraud or similar fault cases. NADE believes 
additional training in detecting and handling claims with suspicions of fraud or similar fault 
cases is always beneficial. 

While any amount of fraud or similar fault is too much, fraud and similar fault is only involved in 
a small portion of the claims processed. Most claims where an individual may be 
inappropriately receiving disability benefits are due to judgments not supported by the 
evidence at the previous decision. In these cases, the CDR review of the CPD file shows too 
much weight was given to an unsupported medical source statement or the claimant's 
statements were found fully credible even though the statement was inconsistent with other 
evidence. It is important to distinguish these claims that seemingly are "mistakes" with 
judgments that are not supported by the evidence from claims where there was fraud or similar 
fault or a clear objective error made. In claims where judgments are not supported by the 
evidence, neither the fraud and similar fault nor the error exceptions to MIRS would apply and 
the examiner would need to make a determination if there was significant medical 
improvement related to the ability to work. 

Exceptions to MIRS 

There are exceptions to MIRS; the exceptions policy explains the limited situations where 
disability may be ceased without consideration of whether there is medical improvement. The 
Intent of the exceptions policy is only to address situations where an individual clearly should 
never have been found disabled at CPD. There are two types of exceptions. Group I and Group 
II. These are defined for the DDSs in POMS Dl 28020.001 through Dl 28020.900. The Group II 
exceptions are fraud or similar fault, failure to cooperate, whereabouts unknown and failure to 
follow prescribed treatment. The Group II exceptions are commonly used in the DDS, 
particularly failure to cooperate. The Group I exceptions include vocational therapy; new or 
improved diagnostic or evaluative techniques; and error exceptions. The Group I exceptions 
are not generally well understood and, as a result, are rarely utilized in the DDS. Most disability 
examiners receive minimal, if any, training on the Group I exceptions to MIRS. It is important to 
note, the policy regarding the exceptions to MIRS is explicit that the exceptions should not be 
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used to substitute iudement . Disability Examiners aware of the policy on exceptions are often 
reluctant to utilize it due to an expectation of additional scrutiny by quality assurance reviewers 
either in the DDS or in the federal reviewing components. If the rationale for using an 
exception is not well documented, any attempt to apply an exception will be reversed on 
appeal. 

The error exception is appropriate when the CPD evidence shows there was a clear error based 
upon the record. The only evidence that can be considered to determine if this exception 
applies is evidence on record at the time of the CPD decision. An error would have to be a clear 
objective finding that was incorrect. Examples would be the use of a vocational rule that did not 
apply or using medical records for the wrong patient. It would not be appropriate to use the 
error exception because the CDR decision maker came to a different conclusion than the CPD 
decision maker. Generally, disability allowances that are considered "inappropriate" or "in 
error" are actually not errors but rather, differences in the subjective findings of credibility and 
weighing of medical source statements. Indicating there was an error on a subjective finding 
would be substituting judgment, which is not allowed by the policy. While there would be 
some benefit to increased training on the exceptions to MIPS, using these exceptions would be 
rare as the policy applies to a limited number of claims. 

Subjective Conclusions 

The high allowance rates of some Administrative Law Judges (AUs) have received significant 
attention. While fraud and error may be assumed to be the reason for high allowance rates, it 
is possible that fraud or error is not the cause in most claims. The higher allowance rate is more 
likely due to a difference in subjective judgments or decisions based on limited information. 
Subjective judgments are completed in the assessment of credibility and the weighing of 
medical source statements. In reviewing disability claims, there is the assumption that the 
claimant's statements are fully credible. Even so, the totality of the evidence needs to be 
considered to determine if the statements are consistent with the rest of the evidence in file, 
functioning and the claimant's medically determinable impairment. Similarly, if a treating 
source give a medical source opinion, it should be given controlling weight, but only if the 
statements are supported, consistent with other findings and would reasonably result from the 
impairment. If not, then the medical statements should be given less weight. The assessment 
of credibility and weighing of medical source opinions can have a large impact on the outcome 
of a claim. It would not be appropriate to use the error exception to MIRS on a claim just 
because the findings were not supported. 

Case Scenarios 

It may be best to illustrate the difference in fraud or similar fault, errors and a subjective 
conclusion through examples. Below are three examples of a claim being considered for an 
intellectual disability. When evaluating for this condition, a critical aspect is the adaptive 
functioning. While the IQ score is required, the individual's adaptive functioning should be 
consistent. 
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In one scenario, school records were not available and a consultative examination was 
completed. The claimant knowingly provided inaccurate answers so that the test scores 
underestimated their true intellectual abilities. The individual gave statements to the 
examiner, indicating they had many challenges completing activities of daily living 
independently. The claimant was awarded benefits because the IQ scores were in the mental 
retardation range and the claimant's report of functioning was consistent with a diagnosis of 
mental retardation. At CDR, if evidence was found that proved the individual knowingly 
provided inaccurate information, a finding of fraud or similar fault can be found. The MIRS 
exception for fraud or similar fault would apply. 

In a second scenario, an individual provides information about their activities of daily living and 
reports that he attended special education classes in school. The examiner contacts the school 
and receives records with IQ testing in the mental retardation range; however, the records 
were for a different student. The examiner approved disability benefits based mainly upon the 
IQ scores. At CDR, the error exception would apply because the decision was clearly made 
based upon incorrect evidence. This would not be a case of fraud or similar fault because the 
individual did not provide inaccurate information. 

In a third scenario, the individual received special education services while in school. The 
school records included an abbreviated intelligence test, which cannot be accepted by SSA for a 
measure of intelligence. The school testing indicated the student performed in the Borderline 
Intellectual Functioning range. The cimt attended a consultative exam and completed IQ 
testing, with scores that ranged from the Borderline Intellectual Functioning range to the 
Mental Retardation range. The CE examiner gave a diagnosis of Mental Retardation. Activities 
of daily living showed the claimant was able to drive and shop independently, complete 
household chores but had problems reading and needed help completing applications and 
forms. The examiner allowed the claim. On CDR, the current examiner finds that the school 
records and high level of functioning established in the activities of daily living are more 
consistent with a diagnosis of Borderline Intellectual Functioning rather than Mental 
Retardation and felt the initial decision should have been a denial. The MIRS exception would 
not apply as no clear error is shown at the initial decision. Instead, the difference is due to a 
difference in subjective conclusions. The initial examiner gave great weight to the diagnosis of 
the CE examiner, while the CDR examiner considered the diagnosis not consistent with the 
school records and the high level of functioning. It would be a substitution of Judgment to 
conclude that the initial decision was wrong. MIRS would apply and disability benefits would 
continue if the beneficiary's activities of daily living were similar to the time of the initial 
decision. 

Increased Efforts for Consistency Between DDSs and AUs 

NADE applauds SSA's recent efforts to bring consistency between the DDS and AU 
determinations. There has been improvement in documentation of rationales at the DDS level 
with the eCAT tool. SSA has recently focused on providing additional policy and medical 
training for AUs. The result has been a decrease in the overall allowance rates by AUs. While 



30 


the focus of this hearing is CDRs and MIRS, the ultimate goal is to have only the appropriate 
people receiving disability benefits. When the initial decision is correctly documented with a 
well-supported rationale, there is no "mistake" to address in the CDR. 

When a claimant appeals a denial decision to the AU, they have the right to be represented at 
the hearing. MADE concurs with the right of claimants to be represented, as this is a privilege 
granted under our country's system of justice. However, that system of justice is also 
predicated on the concept that both parties to a dispute are represented at a hearing before an 
impartial third party. Such is not the case in disability hearing. Once the DOS makes its 
decision, it is left to stand on its own and can be interpreted by the AU in whatever manner 
they wish to interpret that decision. While a claimant is usually represented by counsel at a 
hearing, there is no one present to explain the DOS decision to the AU. The AU must review 
the claim file without benefit of talking to the decision maker or the DOS who can explain the 
basis for the decision, MADE believes it would be beneficial to have the DOS represented at the 
AU level. 

Likewise, NADE believes there should be equal quality review for decisions made at all levels in 
the adjudicative process. Currently, 50% of DOS initial and reconsideration allowance decisions 
are subject to quality reviews by the federal reviewing component (DQBs). There are limited 
quality reviews for denial and CDR decisions and even fewer quality reviews of decisions made 
by Disability Hearing Officers and Administrative Law Judges. For the DDS examiners, because 
of the higher likelihood of initial allowance claims to be reviewed for quality assurance, there is 
a tendency to better document and rationalize allowance claims. An AU decision is typically 
only reviewed and questioned if there is an appeal of a denial decision. Consequently, it is 
more often found that AU denial decisions have more detailed rationales than allowance 
decisions. NADE believes it is critical for consistency of decision-making that more of the 
decisions made by DHOs and AUs are subject to some type of quality review that will provide 
feedback to the decision maker. 

Impact of Reductions in Workforce 

In recent years. Congress has significantly reduced the budget for most federal agencies. SSA 
was not immune to these cutbacks, but the impact may have been particularly acute for SSA 
because the budget reductions coincided with heavy attrition due to massive retirements. The 
DDSs experienced attrition rates as high as 15% annually prior to the downturn in the economy 
and 10% after the downturn. 

With a high attrition rate and hiring freezes, many states have experienced significant 
challenges in maintaining sufficient staff to process their workload. Unfortunately, the 
reduction in workforce coincided with an increase in initial claim filings of 15% annually 
following the economic downturn. SSA and the DDSs prioritized the initial claim workload and 
delayed the processing of CDRs until a time when adequate staff and resources were available. 
This delay in processing CDRs resulted in 1.3 million CDRs with overdue diaries. 
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SSA is attempting to correct this problem with the new budget funds. DDSs have been 
authorized to hire 2600 new personnel. New staff will help fill many of the positions in the DDSs 
that have been vacant, but it is necessary to stress that these 2600 new hires will not replace all 
vacant positions. In addition, while the new hiring authorization is welcome in the DDS 
community, obtaining clearance from state governments and other required personnel actions 
will make it challenging, if not impossible, for all new hires to be in place before the end of the 
fiscal year, in effect, some DDSs will not be able to hire for all positions they are authorized to 
hire for, as they will not be able to act as quickly as needed to fill all positions before funding 
authorization expires. 

NADE wants to point out that SSA has done an excellent job sending age 18 redeterminations to 
the DDSs in a timely manner. There is a much higher likelihood of benefits ceasing with an age 
18 redetermination since MIRS is not used. While the redeterminations were prioritized to be 
sent for review, other types of CDRs have been significantly delayed. Many childhood 
disabilities can improve during the developmental years or with appropriate intervention. 

There is a higher likelihood to find medical improvement in a childhood claim as opposed to 
adult CDRs. Many childhood CDRs continue to be sent to the DDSs years past their scheduled 
diary date. The delays in reviewing a childhood CDR may mean benefits are ceased much later 
than necessary. 

Having well trained, experienced staff with a manageable workload is the best way to prevent 
incorrect decisions. NADE believes that additional training of new examiners, as well as 
experienced staff, should be a priority. In recent years, many DDSs elected to reduce the 
training opportunities available for their limited staff to allow their personnel to devote as 
much time as possible to the processing of disability claims. With recent approval to hire a 
large number of employees at the DDSs, some states may provide inadequate training for these 
new hires to learn the basics of this complicated program. There should be increased efforts to 
provide training opportunities for all staff as policies change, may be misinterpreted or 
forgotten. NADE reminds Members of this Committee that the Inspector General has 
commented on numerous occasions that SSA's best defense against fraud is the well-trained 
disability examiner. NADE would add the caveat that the well-trained disability examiner must 
also have a manageable caseload. The Inspector General has previously pointed out that the 
majority of fraud in the disability program, to date, has been detected by the front line 
disability examiner in the DDS. 

While inadequate staffing levels plague nearly every DDS, some states continue to assign every 
new claim receipted into the agency to a disability examiner. Other DDSs "stage" new case 
receipts. The impact of the former practice is that disability examiners are often overwhelmed 
by the number of claims they have pending at any given time, while the latter practice can 
result in delays in processing new claims. Work pressures for disability examiners to produce a 
high number of decisions can create opportunities for mistakes that can be critical in making 
the correct determination or making judgment that are not fully supported by the evidence. 

The impact of a high caseload may affect the quality at the initial, reconsideration and CDR 
level. If an examiner misses details or does not take the time to take additional steps to clarify 
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an issue, an initial claim may be inappropriately allowed or denied. In the case of an allowance, 
the claim will likely become a continuance on CDR because MIRS will preclude the DDS from 
ceasing benefits. CDR workload pressures may affect the thoroughness of review of the CPD 
evidence. If there is an oversight in the review of CPD evidence, an incorrect determination 
that a medical condition has not improved may be made. Remember, there is a higher burden 
of proof for processing CDR claims and the disability examiner must show significant medical 
improvement has occurred. Because of this, more documentation and rationalization may be 
needed to prove a cessation is appropriate. When a disability examiner with a high caseload is 
processing a CDR, the extra effort needed for a cessation may be replaced by the need to spend 
the available time processing other CDR claims. 

Lost Folders 

Initial and reconsideration claims completed in the past six to eight years are usually in an 
electronic format. When the CPD claim file is electronic, the evidence is readily available for 
review on CDR. Older decisions are likely to be paper cases. If the CPD paper folder is lost, the 
CDR decision is likely to be a continuance. For a lost folder, the examiner starts by developing 
the beneficiary's condition to see if they are a current allowance. If the claimant cannot be 
found disabled currently, then the disability examiner must attempt to recreate the CPD file. 
This is often a challenging and time-consuming process as it can be difficult to obtain older 
records. Many medical records are destroyed after seven years. The disability examiner must 
often rely upon the memory of the beneficiary to provide information about their condition and 
treatment at the last decision. The beneficiary has no incentive to provide this information. If 
the CPD claim file cannot be reconstructed, then the DDS must process a continuance decision 
(POMS Dl 28035.001ff). It is rare when a lost folder can be reconstructed fully and the DDS can 
make a decision that significant medical improvement has occurred. Due to the difficulty and 
time that it takes to reconstruct a file and the fact that a continuance is usually the result, some 
examiners will not put forth the effort to attempt the reconstruction, instead utilizing their time 
to process other claims. 

Lost folder decisions are a small percentage of CDRs. However, this still results in great cost to 
the trust fund. DDS examiners are expected to assign a specific list code for CDR claims that 
involve a lost CPD claim folder. Unfortunately, not every DDS personnel ensure this list code is 
properly used. Consequently, there are likely more lost folder continuance decisions than SSA 
is aware. 

The policy regarding exceptions to MIRS does not apply with a lost folder. This becomes 
difficult in a case where there is clear fraud or similar fault found only at CDR, and not at CPD. 

If the DDS and CDIU are unable to reconstruct the CPD file, then the claim is treated as a lost 
folder and benefits would continue, regardless of the current finding of fraud or similar fault. 
This is very concerning because the current CDR decision will be the CPD for the next CDR, since 
the CDR evaluates only if medical improvement from the last decision can be established. To 
cease benefits at a future CDR in these types of claims, medical improvement would need to be 
established from the current decision where fraud or similar fault was found. 
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There are multiple reasons for lost folders. For example, there was a flood at one storage 
facility, which destroyed some folders. Since the majority of claims are now processed 
electronically, the business process for handling paper folders may be forgotten or overlooked. 
Because of this, folders may not be appropriately documented when transferred to the 
appropriate storage facility. 

As mentioned above, the transition to electronic files significantly reduced the number of lost 
folders for subsequent CDRs. Even so, there are still system limitations that require a claim to 
be processed as a paper file. SSA has been reluctant to scan in paper files due to cost. It may 
be worth studying the possibility of scanning in prior allowances that are scheduled to be 
reviewed for CDR prior to retirement. Additionally, there may be benefit to reviewing the 
business processes for handling paper claims. 

Impact of Lack of Current Treatment 

When there is a lack of current medical evidence from a qualified treating source in CDR claims, 
the DDS must purchase a consultative examination (CE). This "one-shot" exam, for better or 
worse, becomes the primary evidence used by the DDS in making a decision on the CDR. That 
decision can be based on how well, or how poorly, the claimant was feeling on the day of their 
CE. This scenario can lead to an incorrect decision. For conditions that rely upon more 
subjective information, longitudinal evidence increases the likelihood of making the 
appropriate decision. Many beneficiaries do not have current or ongoing medical treatment for 
the impairment for which they were allowed. The majority of disability beneficiaries have 
access to medical care, although many do not take advantage of this access. Some 
beneficiaries only seek treatment when they receive notice of the CDR. This behavior may lead 
a disability examiner to question the motivation for seeking medical treatment only when their 
benefits are up for review. NADE continues to advocate for the removal of the two-year 
waiting period for Medicare. This would allow all disability beneficiaries to have access to 
treatment. NADE would also recommend a study regarding the possibility of requiring 
treatment for certain conditions that may improve. 

Summary 

The current CDR backlog of 1.3 million is the result of an agency with inadequate staff and 
resources to address all needs. SSA and DDSs had a high attrition rate and were not able to 
replace all staff. The decreased workforce combined with an increase in initial claim filings, 
resulted in the prioritization of initial claims. SSA has announced its intention of addressing the 
backlog by increasing the number of CDRs sent to the DDSs for processing in the next few years. 
Additional personnel and funding will be needed from Congress if this effort is to be successful 
and sustained. 

Due to the MIRS policy, few claims are actually ceased at CDR. An examiner is not able to fix a 
seeming "mistake" in a previous decision with this policy if there is no clear, objective error. 
Distinctions must be made between objective errors versus subjective conclusions in 
considering the error exception. They are called "exceptions" for a reason and their utilization 



34 


in the DDSs will be infrequent as they are appropriate for a small percentage of claims. 
Additional training and emphasis on this policy may improve its utilization but the exceptions 
will not save the trust fund. There will not be a dramatic increase in the rate of cessations 
through the proper use of the exceptions rule. Perhaps it is time to explore options to MIRS. 

New hires in the DDS are welcome but it takes an average of two to four years for a disability 
examiner to become proficient at their job. It is critical that SSA and the DDSs be allowed to 
replace personnel lost to attrition. An increase in training opportunities to ensure the success 
of new personnel, as well as the continued success of current staff, is necessary. 

Even though claims are processed electronically now, on CDR there are many claims where the 
CPD was a paper file. Lost folders continue to be a problem. 

CDIUs are an effective tool in the campaign against fraud or similar fault in the disability 
program. CDIUs have been shown to be very cost effective with savings of $16 for every $1 
spent. 

Training at all levels of adjudication is important to ensure that the decision maker is current on 
program policies. 

Recommendations 

• NADE supports the continued expansion of CDIU. 

• Revisions to the fraud or similar fault policy are needed. 

• Revision of the MIRS process for CDRs should be considered. NADE would support a de 
novo review on CDR. 

• Additional training and clarification on the exceptions to MIRS policy would be 
beneficial. 

• Quality review at all levels of adjudication is needed. 

• Electronic claim exceptions should be eliminated to prevent any future claims being 
processed in paper format. 

• Improved documentation of the location of paper files is needed to prevent additional 
lost folders. 

• The lost folder policy should not apply to cases of fraud or similar fault. 

• Eliminating the two-year waiting period for Medicare, to allow increased access to 
medical coverage. 

• There should be consideration of the possibility of requiring treatment for conditions 
that may improve. 

• Continued training opportunities are needed at all levels of adjudication, with an 
emphasis on policy. 

• Appropriate funding for staffing is needed to ensure there are well-trained, experienced 
examiners with manageable caseloads. 

• To ensure policy compliance, the DDS should be represented at the AU review. 
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SSA defines disability as the inability to engage in any substantial gainful activity by reason of 
any medically determinable physical or mental impairment which can be expected to result in 
death, or has lasted for a continuous period of not less than 12 months. To be found disabled, 
the individual must prove that they meet the strict definition of disability; however at CDR, the 
definition is removed. When completing CDR claims, MiRS is used to determine if beneficiaries 
still meet the requirements for disability. The change in definitions from the initial to CDR level 
is important because a decision can rarely be "fixed" at the CDR level. However, if a "mistake" 
does occur and a decision is not clearly an error, MIRS precludes the DOS from correcting the 
"mistake" at CDR. Consequently, many beneficiaries who no longer meet SSA's definition of 
disability are continued at the CDR level. Perhaps it is time to reconsider the options. 

NADE appreciates this opportunity to present our views on the effectiveness of SSA's current 
process to medically review beneficiaries to determine if they should continue to receive 
federal disability benefits. 
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Mr. Lankford. Thank you. 

Ms. LaCanfora. 

STATEMENT OF MARIANNA LACANFORA 

Ms. LaCanfora. Chairman Lankford, Ranking Member Speier, 
members of the subcommittee, thank you for this opportunity to 
continue the conversation on Social Security’s disability programs. 
My name is Marianna LaCanfora and I am the agency’s Acting 
Deputy Commissioner for Retirement and Disability Policy. 

Today, my testimony focuses on medical continuing disability re- 
views, or CDRs. These program integrity reviews, which cover both 
the Disability Insurance and Supplemental Security Income dis- 
ability programs ensure that only those beneficiaries who remain 
disabled continue to receive benefits. While CDRs are essential, it 
bears acknowledging that they are only one of many critical work- 
loads that millions of Americans depend on us to complete each 
year. Absent sufficient funding, we must make difficult tradeoffs as 
we balance our service and stewardship responsibilities. 

I would like to highlight a few important points regarding our 
CDRs. First, we have proven that our CDRs are an excellent in- 
vestment and, when we receive adequate resources, we deliver. For 
example, we received a seven year commitment of special funding 
from Congress in fiscal year 1996 so that we could eliminate our 
backlog of CDRs. By the time the funding had expired, in 2002, we 
had eliminated the backlog and saved about $36 billion in taxpayer 
money. 

The second point I would like to make about our CDRs is that 
we strictly adhere to legal requirements and we consistently 
achieve high quality. Our adherence to the medical improvement 
review standard perhaps best illustrates this point. Congress en- 
acted the medical improvement review standard in 1984 to address 
widespread concern that disability adjudicators were substituting 
their judgment to overturn the judgment of a prior adjudicator. 

In 1984, the law remedied this by generally requiring that we 
terminate benefits only if a beneficiary’s condition medically im- 
proves and that improvement is related to the ability to work. This 
standard has remained unchanged for 30 years. We continuously 
train our adjudicators on its correct application and our quality re- 
view of CDRs shows a high rate of decisional accuracy, 97.2 percent 
last year. 

My third point is that absent adequate funding, we are forced to 
make difficult tradeoffs and prioritize CDRs. We focus our limited 
funding on the CDRs most likely to produce the highest return on 
investment or the highest amount of taxpayer savings. Our highest 
priority CDRs are age 18 re-determinations and low birth weight 
baby cases because they are statutorily required. We prioritize 
other CDRs using a statistical model that gathers data from our 
records to identify a high likelihood of medical improvement and a 
high return on investment. We complete of these cases as our fund- 
ing permits. 

We began using our model in 1993 and we have been continu- 
ously validating and updating it in collaboration with the best out- 
side experts. The model allows us to conduct some CDRs in an ex- 
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pedited manner, without the need for expensive medical develop- 
ment when the likelihood of cessation is remote. 

Despite our efforts to keep pace with the CDR workload, chronic 
under-funding has led to a backlog of 1.3 million cases. We did not 
receive the full funding for CDRs authorized by the Budget Control 
Act in each of the last two years, but I am pleased to say we did 
receive the full amount this year, and thank you to the committee. 
With the additional funding, we plan to complete 510 full medical 
CDRs this year, and we will also hire and train more employees. 
The President’s budget for fiscal year 2015 also requests the full 
BCA level for Social Security. With this funding we plan to com- 
plete 888,000 full medical CDRs. 

Starting in fiscal year 2016, the President’s budget proposes a 
dedicated dependable source of mandatory funding for our agency 
to conduct CDRs. The mandatory funding will enable us to elimi- 
nate the CDR backlog. We need your support of the President’s 
budget to ensure that only those beneficiaries who remain disabled 
continue to receive benefits. Timely, sustained, and adequate fund- 
ing is the single most important way to eliminate the CDR backlog. 

Thank you, and I am happy to answer any questions you may 
have. 

[Prepared statement of Ms. LaCanfora follows:] 
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Chairman Lankford, Ranking Member Speier, and Members of the Subcommittee: 

Thank you for this opportunity to continue the conversation from last November’s hearing and 
the follow-up discussion in December on the disability programs we administer at the Social 
Security Administration (SSA). We share your commitment to effective oversight of Federal 
benefit programs, so that they remain strong for those who need them. 

The responsibilities with which we have been entrasted are immense in scope. To illustrate, in 
fiscal year (FY) 201 3 we performed the following for Social Security and Supplemental Security 
Income (SSI) beneficiaries: 

• Paid over $850 billion to more than 62 million beneficiaries, of whom about 1 5 million 
received approximately $175 billion in benefits under our disability programs 
(About 3 million of our beneficiaries receive benefits under more than one program); 

• Handled over 53 million transactions on our National 800 Number Network; 

• Received over 68 million calls to field offices nationwide; 

• Served more than 43 million visitors in over 1 ,200 field offices nationwide; 

• Completed nearly 8 million claims for benefits and nearly 794,000 hearing dispositions; 
and 

• Completed 429,000 full medical continuing disability reviews (CDR). 

Today, my testimony focuses on medical CDRs and age 1 8 redeterminations. We conduct 
medical CDRs and age 1 8 redeterminations to ensure that only those beneficiaries who remain 
disabled continue to receive monthly benefits. 

I begin with a very brief overview of our disability programs and the legislative history of CDRs 
and age 18 redeterminations. I’ll then discuss where we stand today in conducting these critical 
program integrity reviews, including our plans for processing them under the President’s 
FY 2015 Budget Request. 

The Disability Pro2rams We Administer 

Under the Social Security Act (Act), we administer tw'o major programs that provide cash 
benefits to persons with disabling physical and mental disorders: the Social Security Disability 
Insurance (SSDI) program and the SSI program. 

The SSDI program provides benefits to disabled workers and their dependents. 

Workers become insured under the SSDI program based on contributions to the Social Security 
trust funds through taxes on their wages and self-employment income. Thus, SSDI benefits are 
commonly called “earned benefits.” Under the Act, most SSDI beneficiaries are eligible for 
Medicare after being entitled to cash benefits for 24 months. 
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SSI is a Federal means-tested program funded by general tax revenues and designed to provide 
cash assistance to aged, blind, or disabled persons with little or no income or resources to meet 
their basic needs for food, clothing, and shelter. In addition to cash payments, most SSI 
beneficiaries are eligible for Medicaid health insurance coverage from the States. 

Definition of Disability 

For adults under both the SSDI and SSI disability programs, the Act generally defines disability 
as the inability to engage in any substantial gainful activity' due to a severe, medically 
determinable physical or mental impairment that has lasted or is expected to last for at least one 
year or to result in death.^ This is a very strict definition of disability when compared to 
definitions in many commercially available long-term disability policies. 

Legislative History of CDRs and A 2 e 18 Redeterminations 


When Congress created the SSDI program under the “Social Security Amendments of 1 956,”^ it 
included a mechanism for SSA to monitor a disability beneficiary’s continued eligibility by 
adding section 225 to the Act.'' This section authorized SSA to suspend the benefits and review 
the medical conditions of those beneficiaries believed by SSA to no longer have a disabling 
condition. Such reviews are generally conducted by examiners in the Federally-funded State 
Disability Determination Services (DDS), which also are responsible for making initial 
determinations of disability. 

In its report accompanying the “Social Security Amendments of 1 965,”^ the House Committee 
on Ways and Means articulated its expectation that “procedures will be utilized to assure that the 
worker’s condition will be reviewed periodically and reports of medical reexaminations 
obtained” so that benefits would be “promptly” terminated if a worker’s disability ceased.^ 


' Substantial gainful activity, or SGA, refers to the performance of significant physical or mental activities in work 
activity of a type generally performed for pay or profit. SGA is a test for determining initial eligibility for both the 
SSDI and SSI disability programs, as well as a test for determining continuing eligibility under SSDI. Generally, 
countable earnings averaging over $1,070 a month (in 2014) demonstrate the ability to perform SGA, For blind 
persons, countable earnings averaging over $1,800 a month (in 2014) demonstrate SGA for SSDI. These amounts, 
however, are subject to modifications and exceptions based on very complex statutory incentives designed to 
encourage work. 

■ We also have an SSI disability program for children under age 18. To qualify for SSI benefits based on a 
disability, a child must have a physical or mental condition that results in marked and severe functional limitations. 
This condition must have lasted, or be expected to last, at least one year or result in death. 

PX. 84-880. 

U.S. Senate. Committee on Finance. “Staff Data and Materials Related to the Social Security Disability Insurance 
Program.” (S. Pit. 97-16). Washington: Government Printing Office, 1982, at 48. 

^ PX. 89-97. 


^ U.S. House. Committee on Ways and Means. “Report on H.R. 6675.” (H. Rpt. 89-213). Washington: Government 
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Under SSA policy from 1969 until 1976, medical improvement had to be shown before an 
adjudicator could cease a beneficiary’s benefits.’ According to a 1975 House Subcommittee on 
Social Security staff survey, almost all DDSs cited this requirement as a problem; they believed 
it allowed some beneficiaries to continue receiving disability benefits they should not have 
received in the first place.* In July 1976, SSA eliminated this requirement; instead, an 
adjudicator could treat the case as if it were an initial decision.^ 

By 1978, SSA’s monitoring activities had significantly dropped due to an increase in the size and 
complexity of its other workloads. The number of CDRs per 1 ,000 beneficiaries fell from 
approximately 111.8 in 1970 to a low of 29 in 1978.'® Consequently, there were fewer disability 
cessations. These circumstances raised congressional concerns that SSA was not properly 
monitoring the ongoing medical condition of its disability beneficiaries. 

To address this problem, the “Social Security Disability Amendments of 1980” added section 
22 1 (i) to the Act. ' ' This provision required SSA to review the cases of SSDI beneficiaries with 
nonpermanent disabilities at least once every three years, and those with permanent disabilities at 
less frequent intervals to be determined by SSA. Although the law required these reviews to 
begin in January 1982, SSA began the periodic review process in March 1981. From FYs 1981 
to 1 983, SSA — mainly through the DDSs — conducted nearly 1.3 million CDRs, 

Shortly thereafter, media reports began to surface of people dying after their SSDI and SSI 
benefits had been discontinued. There was also great concern about the large number of disabled 
beneficiaries whose benefits had been terminated due to CDRs. In 1983, governors or Federal 
courts ordered 18 DDSs to provide evidence of medical improvement before terminating 
disability benefits. Eight more governors ordered DDSs to discontinue processing benefit 
terminations. As the year progressed, this situation worsened and, on December 7, 1983, SSA 


Printing Office, 1965, at 89. 

’ U.S. House. Committee on Ways and Means. “Report to Accompany H.R. 3755.” (H. Rpt. 98-618). Washington: 
Government Printing Office, 1984, at 9. 

* U.S. House. Committee on Ways and Means. “Status of the Disability Insurance Program,” (H. Prt. 97-3). 
Washington: Government Printing Office, 1981, at 10-11. 

’ibid. 

U.S. Senate. Committee on Finance. “Staff Data and Materials Related to the Social Security Disability Insurance 
Program.” (S. Prt. 97-16). Washington: Government Priming Office, 1982, at 49. 

"P.L. 96-265, section 311. 

“Timeline History of Continuing Disability Reviews,” SSA/Office of Disability and Income Security Programs 
Archival Document, circa 1995. 

’’ For example, see Engel, Margaret, “Eligible Recipients Losing Out; U.S. Gets Tough With Disabled.” The 
Washington Post 7 Sept. 1 982: A1 , Print. 
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advised all DDSs to temporarily stop processing benefit terminations. As a result of this 
moratorium, a backlog of pending CDRs began to develop. 

Concerned about the erosion of public confidence in the disability program, Congress passed the 
“Social Security Disability Benefits Reform Act of 1 984.” Section 2 of this law amended 
sections 223(f) and 1614(a) of the Act by establishing a Medical Improvement Review Standard 
(MIRS) for CDR cases. SSA issued final MIRS regulations on December 6, 1985. 

These regulations define “medical improvement” as any decrease in the medical severity of the 
beneficiary’s impairment(s), which was present at the time of the most recent favorable medical 
decision that he or she was disabled or continued to be disabled. In addition, the statute and 
SSA’s rules generally require that, even if the beneficiary’s condition has medically improved, 
the improvement must be related to his or her ability to work before benefits may be terminated. 
CDRs were resumed at a diminished pace in 1 986. 

By the early 1990s, Congress was again taking notice of the CDR backlog and the difficulty the 
agency was having with balancing initial claims processing and program integrity reviews in an 
environment of increased workload pressures. In response to these concerns. Congress passed 
several laws aimed at increasing the number of CDRs SSA conducted. 

First, the “Social Security Independence and Program Improvements Act of 1994” directed SSA 
to conduct CDRs on at least 100,000 SSI recipients during each of FYs 1996, 1997, and 1998. '* 
It also required SSA to redetermine the eligibility of at least one-third of all childhood SSI 
recipients who reached age 18 during FYs 1996-1998 within one year after they turned 18.’^ 


’’ U.S. General Accounting Office. "Social Security Disability; Implementation of the Medical Improvement 
Review Standard.” December 1986. at 8. 

U.S. House. Committee on Ways and Means. “Report to Accompany H.R. 3755.” (H. Rpt. 98-618). Washington: 
Government Printing Office, 1984, at 2. 

P.L. 98-460, section 2. 

’’ For example, see the written statement of Jane L. Ross, Associate Director, Income Security Issues, Human 
Resources Division, General Accounting Office, submitted to the House Committee on Ways and Means 
Subcommittee on Social Security, March 25, 1993. 

'*P.L. 103-296, section 208. 

P.L. 103-296, section 207. 
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The “Contract with America Advancement Act of 1996” followed and included a provision 
authorizing the appropriation of special fimds to be used exclusively to conduct additional CDRs 
over a seven-year period.^*’ That same year, “The Personal Responsibility and Work 
Opportunity Reconciliation Act of 1996,” required SSA to: 

• Conduct CDRs at least once every 3 years for SSI disability recipients under age 1 8 
whose conditions were likely to improve; 

• Redetermine the eligibility of an SSI recipient using the adult criteria for initial eligibility 
during the one- year period beginning on the individual’s 1 8*'' birthday; and 

• Conduct CDRs no later than 12 months after birth for recipients whose low birth weight 
is a contributing factor material to the agency’s finding of disability."' 

The “Balanced Budget Act of 1997” fine-tuned these changes. It permitted SSA to schedule 
CDRs for low birth-weight babies at a date after the first birthday if the agency determined the 
impainnent is not expected to improve within 12 months of the child’s birth. It also allowed 
SSA to make redeterminations of disabled childhood recipients who attain age 1 8, using the 
adult eligibility criteria for initial claims, either during the one-year period beginning on the 
individual’s 18* birthday, or in lieu of a CDR, whenever SSA determines that an individual’s 
case is subject to such a redetermination. 

The “Ticket to Work and Work Incentives Improvement Act of 1 999” included several 
modifications to the CDR process. Among them, it prohibited the initiation of a CDR for 
disability beneficiaries who were participating in the Ticket to Work and Self-Sufficiency 
Program. 

Most recently, the “Budget Control Act of 201 1” (BCA) authorized additional funding over a 
1 0-year period so that the agency could essentially eliminate the backlog of CDRs, as well as 
increase the volume of SSI non-medical redeterminations. As the chart (below) shows, the 
current backlog of CDRs developed due to lower volumes of CDR processing over most of the 
last decade, which occurred because of budgetary shortfalls. 


-“P.L. 104-121, section 103, 

P.L. 104-193, section 212. 

-- P.L. 105-33, section 5522. 

P.L. 106-170, section 101, In addition, under section 111, it prohibited scheduling a CDR based on work activity 
for disability beneficiaries who received at least 24 months of benefits, or using the work activity of those 
beneficiaries as evidence that the individual is no longer disabled. These individuals would still be subject to a 
regularly scheduled CDR that is not triggered by work and termination of benefits if the individuals’ earnings 
exceeded the SGA level. 

“P.L. 112-25, section 101. 
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Regrettably, Congress did not fully fund the additional program integrity spending it authorized 
for appropriation during the first two years of the BCA’s 10-year period. For FY 2014, it did 
fully fund the additional resources it had authorized. 

The CDR Process and How We Ensure Quality 

As mentioned earlier, we periodically conduct medical CDRs to evaluate whether SSDI and SSI 
beneficiaries continue to meet the medical criteria for disability. We also conduct medical CDRs 
when we receive a report of medical improvement from a beneficiary or third party. 

We complete medical CDRs in two ways, which together ensure that we are targeting our 
resources to the most problematic areas in the most cost-effective way. To ensure that we are 
focusing our efforts on the cases with the highest likelihood of medical improvement, we employ 
a statistical modeling system that uses data from our records to determine the likelihood that a 
disabled beneficiaiy has improved medically. We began using models to focus our efforts in 
1993 and have been continuously reviewing, validating, and updating them in collaboration with 
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the best outside experts in this field. If the statistical modeling system indicates that the 
beneficiary has a higher likelihood of medical improvement, we send the case to the State DDS 
for a fill! medical review. 

The remaining beneficiaries who are due for review but have a lower likelihood of medical 
improvement receive a questionnaire requesting updates on their impairments, medical 
treatment, and work activities. If the completed mailer indicates that there has been potential 
medical improvement, we send the case to the DDS for a full medical review. Otherwise, we 
reschedule the case for a future review.^^ Since 1996, we estimate that, on average, medical 
CDRs yield at least $ 1 0 in net Federal lifetime program savings per dollar spent, including 
savings accruing to Medicare and Medicaid. 

As history has shown, we produce results when we receive adequate funding for CDRs. For 
example, by the time the seven-year commitment of special funding we received in FY 1996 
expired at the end of FY 2002, we had completed approximately 9.4 million CDRs 
(including 4.7 million fall medical reviews) and were current on all CDRs that were due. 

For all the medical CDRs completed during the period of FYs 1996 through 2002, we spent 
roughly $3.4 billion, with an estimated associated lifetime savings from this activity of 
approximately $36 billion. 

We go to great lengths to ensure that CDRs are done right and that their outcomes flow from 
consistent application of policy. We require all of the DDSs to have an internal quality 
assurance (QA) function. In addition, we conduct QA reviews of DDS CDR detenninations. 
These reviews show that the DDSs have maintained a high CDR decisional accuracy rate — 
approximately 97,2 percent in FY 2013.^’ 

In addition to our QA reviews of CDRs, the Act requires that we review at least 50 percent of all 
DDS initial and reconsideration allowances for SSDI and SSI disability for adults. These pre- 
effectuation reviews allow us to correct errors we find before we issue a final decision. 

The reviews of allowances and continuances done in FY 201 1 resulted in an estimated 
$751 million in lifetime net Federal program savings, including savings accruing to Medicare 
and Medicaid. Based on our estimates for the reviews done in FY 2011, the return on investment 
is an average of roughly $13 in net Federal savings per $1 of the total cost of the reviews.^® 


Once we determine which CDRs are eligible for full medical reviews, we prioritize statutorily mandated reviews 
for release, which include age 1 S redeterminations and low birth- weight baby cases. 

Each year, we validate the mailer process by performing full medical reviews of cases in which we otherwise 
would have u.sed the mailer process to ensure that the mailer process is properly identifying individuals who 
continue to be disabled. These cases and the hundreds of thousands of other similar cases we reviewed in prior 
years confirm that the mailer process is a sound, efficient way to conduct CDRs for most individuals. 

■' The percent is based upon a statistically valid sample of case reviews. It reflects the percent of cases review^ed 
where we agree with the decision made by the DDS. 

Details can be found in the “Annual Report on Social Security Pre-effectuation Reviews of Favorable State 
Disability Determinations” at htt0://ssa.gov/Iedslation'PER?'ci2Ofvl I .pdf . 
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CDRs in the FY 2015 President’s Budget 

Earlier, I touched upon Congress not appropriating the full program integrity amounts it 
authorized for us in the BCA in each of the first two years following enactment. For this reason, 
we were not able to increase our CDR levels during that period. This fiscal year, however, we 
will be able to expand our capacity to complete more of our cost-effective CDRs, because 
Congress appropriated the full BCA level. We plan to aggressively hire and train employees in 
FY 2014, allowing us to complete more CDRs and set the stage for handling even more in 
FY2015. 

In FY 2015, the President’s Budget is once again requesting the full BCA level of program 
integrity funding for SSA, or $1,396 billion. With this funding, we plan to complete 888,000 full 
medical CDRs. For comparison, we completed 429,000 full medical CDRs in FY 2013, and we 
plan to complete 510,000 full medical CDRs in FY 2014. 

Starting in FY 2016, the budget proposes to repeal the discretionary cap adjustments enacted in 
the “Balanced Budget and Emergency Deficit Control Act of 1985,”^’ as amended by the BCA, 
for SSA and instead provide a dedicated, dependable source of mandatory funding for SSA to 
conduct CDRs, as well as SSI non-medical redeterminations. The proposal includes the creation 
of a new account called Program Integrity Administrative Expenses, which will reflect 
mandatory funding for SSA’s program integrity activities. The mandatory funding will enable us 
to work down a backlog of 1 .3 million medical CDRs. 

As a result of the discretionary funding in 201 5 and the mandatory funding in 2016 through 
2024, we will recoup a net savings of nearly $35 billion in the 10-year window and additional 
savings in the out-years. 

Conclusion 


We need your support of the President’s FY 2015 Budget Request for our agency to continue 
ensuring that only those beneficiaries who remain disabled continue to receive benefits. 

As history has shown, the provision (or availability) of timely, sustained, and adequate resources 
is the single most important way to ensure that backlogs do not develop in program integrity 
reviews. We welcome continued collaboration with the Subcommittee to identify new 
opportunities that may further strengthen our program integrity review process. 


-’P.L. 99-177. 

™ Office of Management and Budget. “Analytical Perspectives, Budget of the United States Government, Fiscal 
Year 2015.” Washington: Government Printing Office, 2014, at 119. 
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Mr. Lankford. Ms. Lockhart. 

STATEMENT OF JENNIFER SHAW LOCKHART 

Ms. Lockhart. Thank you, Mr. Chairman and thank you, Ms. 
Speier. Thank you all for your time today. 

On behalf of Sooner SUCCESS and every individual with disabil- 
ities, I am here today. I am here today to speak with you about 
the state of our existing system. I am here to tell you it does not 
work and I am here to tell you why. 

You might ask what positions me to speak out so strongly about 
what I believe to be one the most undignified supports we have in 
our great Country. I have seen it firsthand and I have lived it. 
From the moment my family adopted four children with special 
needs over 30 years ago to the moment I stand here today, I have 
witnessed it up close and personal. 

First let me tell you about Sooner SUCCESS. Sooner SUCCESS 
was piloted over 10 years ago by Dr. Mark Walraich. At the time. 
Dr. Walraich left Vanderbilt University for the University of Okla- 
homa to fill the chief of developmental behavior pediatrics Shaun 
Walters Endowed Chair, also known as the University of Okla- 
homa Child Study Center. Dr. Walraich, realizing the same strug- 
gles he found at Vanderbilt, developed Sooner SUCCESS. 

Sooner SUCCESS was developed on a complex adaptive systems 
approach, CAS, allowing local coalitions to address their unique 
needs. We believe Sooner SUCCESS, exactly through this advanc- 
ing and inclusive comprehensive unified system, does this. We do 
it within their community. Sooner SUCCESS embeds multiple lev- 
els of service delivery seamlessly so families can address both im- 
mediate and long-term goals and adaptive approaches. 

Through this approach we are not only able to analyze the mul- 
tiple systems, but educational, health, and social families struggle 
to navigate, but also mobilize the system as warranted within the 
community when needed through adaptive agents. This is where 
our local coalitions and county coordinators are tremendous assets. 
Change is inevitable, so we must organize the system in a way, 
adapting to change, but also educate providers, caregivers, self-ad- 
vocates, and families and patients to understand an ever-evolving 
system instead of multiple independent, static structures or agen- 
cies. 

Anecdotally speaking, we believe this model works. We see this 
observation in articles such as the recently published Newsweek 
article titled The Health Gap: The Worst Place in America for Men- 
tal Health, Child Poverty, and College Attendance Mapped. The ar- 
ticle ranked counties in each State. Of the top 10 counties in Okla- 
homa, 5 are Sooner SUCCESS counties and part of the original 
program 10 years ago. 

Last year alone, in 2013, Sooner SUCCESS made over 31,000 
community linkages in our 13 pilot counties. Our 13 counties con- 
sist of Tulsa and Oklahoma City, Oklahoma’s two most populated 
cities, and 11 rural communities. Within these demographics, we 
are able to serve close to half of Oklahoma’s children with disabil- 
ities ages newborn to 21. 

We often serve transitional years 18 to 24 as well. With that 
said, you could say we have a pulse on the grassroots level, the 
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view from the balcony, as to what our communities look like; each 
very different, with very unique needs. We are your eyes and ears 
on the ground. What does the view from the balcony look like? A 
victim of unintended consequences our system designed to assist 
individuals with disabilities is paralyzed by multiple levels of dys- 
function. 

For the sake of understanding why, we will understand Sooner 
SUCCESS. Sooner SUCCESS based on this system, is able to see — 
and I am going to skip through here because I want you to hear 
this. This is the problem: system complexity; weak ties and poor 
alignment among professionals and organizations; a lack of fund- 
ing; incentives to support collaborative work; a bureaucratic envi- 
ronment based on command approach and control management. 

Further, I quote from recent publication in the International 
Journal of Integrated Care: Lack of system change towards integra- 
tion is that we have failed to treat the system as a complex adapt- 
ive system. The data suggests that future integration initiatives 
must be anchored in this perspective and focus on building the sys- 
tem’s capacity to self-evolve. We conclude that integrating care for 
disabilities requires policies and management practices that pro- 
mote system awareness, relationship building, and information 
sharing, and that recognized change as an evolving learning proc- 
ess rather than a series of programmatic steps. 

What does this mean on the system level and what does it have 
to do with our issues here today? 

Permission to continue further. 

Mr. Lankford. I give you unanimous consent to do another 
minute. 

Ms. Lockhart. I am sorry? 

Mr. Lankford. You want to close, then we will come back for 
questions, or do you need another minute? 

Ms. Lockhart. I need another minute, please. 

Mr. Lankford. Go for it. 

Ms. Lockhart. Thank you, sir. 

It means that unless the system fluid and adaptive, we leave it 
vulnerable. Those vulnerabilities expose themselves through cer- 
tain outcomes, mostly gaps in service, system exploitation, duplica- 
tive services, and fragmentation or dissonance in services. Those 
vulnerabilities also tell us what often numbers cannot, what the 
system looks like from real-life application. 

So in real world terms what does that look like? In the words of 
our Oklahoma County coordinator, proud Democrat and mother of 
a child with Downs Syndrome, I am tired of seeing those who need 
help unable to get it because people who don’t need it are using the 
system. We see it every day. 

From Donald Daily of South Carolina — I sent this to him; I want- 
ed to be sure he was okay — I am testifying at a hearing next week 
in DC presenting testimony regarding disability reform. In my tes- 
timony, I hope to be discussing the higher Ed piece and referencing 
work with the College Transition Connection in South Carolina. Is 
this okay? Donald’s reply — and I will tell you why this is impor- 
tant — good for you. Of course you can. Tell all. Thanks. 

Donald is a former trustee with the University of South Carolina, 
father of a son with autism, founder of the South Carolina College 
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Transition Connection, a consortium of five universities in South 
Carolina providing higher Ed options for individuals with intellec- 
tual developmental disabilities. Donald and his wife, along with 
other parents, created the CTC because they wanted something 
more for his son than sitting at home after he aged out of the sys- 
tem. 

I have chosen Donald and Lori, and could provide you with many 
more parent provider statements as to the barriers in the system. 
The bottom line is due to the many gaps we have created a perva- 
sive problem in which we have left not only the system vulnerable, 
but the individuals we are to be helping. We see children with im- 
pairments labeled disabled. We see parents and adolescents remain 
underemployed so they may sustain their benefits. We see thou- 
sands on a wait list in Oklahoma who receive no service because 
they are waiting for assistance. 

Aside from service gaps, we see something more concerning, 
deeply concerning. We see people with disabilities unknowingly 
segregated from their communities because the transition from the 
school support service stops often when the individual ages out of 
the system. Services stop; the sports system is gone instantly; and 
because transition services are programs rather than processes, we 
see individuals who should be out in their communities go from an 
active community life, that being their school, to nothing almost 
overnight. 

In observation, we are able to see a gap where most young adults 
with disabilities should be transitioning into the community. Why 
weren’t they in their community all along? 

[Prepared statement of Ms. Lockhart follows:] 
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On behalf of Sooner SUCCESS and every individual with disabilities I am here today. I am here 
today to speak with you about the state of our existing system. I am here to tell you it does not 
work. I am here to tell you why. You might ask what positions me to speak out so strongly 
about what I believe to be one of the most undignified supports we have in our great country. I 
have seen it first hand, I have lived it. From the moment my family adopted four children with 
special needs over 30 years ago to the moment I stand here today. I have witnessed it up close 
and personal. 

First let me tell you about Sooner SUCCESS. Sooner SUCCESS was piloted over ten years ago by 
Dr. Mark Wolraich. At that time, Dr. Wolraich left Vanderbilt University for the University of 
Oklahoma, to fill the chief of developmental behavioral pediatrics Shaun Walters Endowed 
Chair, also known as the University of Oklahoma Child Study Center. Dr. Wolraich realizing the 
same struggles existed in Oklahoma for families he treated at Vanderbilt created Sooner 
SUCCESS. Sooner SUCCESS was developed on a complex adaptive systems (CAS) approach 
allowing local coalitions to address their unique needs. We believe Sooner SUCCESS does 
exactly this through advancing an inclusive comprehensive unified, system of health, social, and 
educational services for Oklahoma children with special healthcare needs or chronic illnesses 
within their community, Sooner SUCCESS embeds multiple levels of service delivery seamlessly 
so families can address both immediate and long term goals through an adaptive approach. 
Through this approach, we are not only able to analyze the multiple systems (educational, 
health, social) families struggle to navigate, but also, mobilize the system as warranted within 
the community when needed through adaptive change agents. This is where our local coalitions 
and county coordinators are tremendous assets. Change is inevitable, so we must organize the 
system in a way adapting to change but also educate providers, caregivers, self-advocates, and 
patients to understand an ever evolving system instead of multiple independent static 
structures or agencies. Anecdotally speaking we believe this model works. We see this in 
observation in articles such as the recently published Newsweek article titled The Health Gao: 
The Worst Place in America for Mental Health. Child Poverty and College Attendance Mapped: 
The article ranked counties in each state . Of the Top ten counties in Oklahoma five are Sooner 
SUCCESS Counties and part of the original pilot program ten years ago. Last year alone, in 2013 
Sooner SUCCESS made over 31,537 community linkages in our 13 pilot counties. Our 13 
counties consist of Tulsa and Oklahoma City, Oklahoma's two most populated cities and 11 
rural communities. Within these demographics we are able to serve close to half of Oklahoma's 
children with disabilities ages newborn to 21. We often serve transitional years between 18-24 
as well. With that said, you could say we have a pulse on the grass root level, the view from the 
balcony as to what our communities look like, each very different with very unique needs. We 
are your eyes and ears on the ground. What does the view from the balcony look like? A 
victim of unintended consequences our system designed to assist individuals with disabilities is 
paralyzed by multiple levels of dysfunction. 
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For the sake of understanding why, we will understand Sooner SUCCESS, Sooner SUCCESS 
based on CAS, a complex adaptive system model facilitates adaptation on the local level. Unlike 
typical service delivery programs. Sooner SUCCESS challenges the current system and 
integration process as well as the complex systems within which integrated care is enacted. In 
regard to disability services, integrated, comprehensive care has not developed widely nor as 
quickly as we hoped. We believe this is because integrated care is not a program but a process . 
Why is this important you might ask? Let me explain further, "...findings indicate that 
integration is challenged by: 

• system complexity, 

• weak ties and poor alignment among professionals and organizations 

• a lack of funding incentives to support collaborative work 

• a bureaucratic environment based on a command and control approach to 
management 

Further, and I quote from a recent publication in the International Journal of Integrated 
Care "lack of systems change towards integration is that we have failed to treat..,the 
system as complex-adaptive system. The data suggest that future integration initiatives 
must be anchored in a CAS perspective, and focus on building the system's capacity to self- 
organlze. We conclude that integrating care requires policies and management practices 
that promote system awareness, relationship-building and information-sharing, and that 
recognize change as an evolving learning process rather than a series of programmatic 
steps". What does this mean on the system level and what does it have to do with our 
issues here today? It means that unless the system is fluid and adaptive we leave it 
vulnerable. Those vulnerabilities expose themselves through certain outcomes, mostly gaps 
in service, system exploitation, duplicative services, and fragmentation or dissonance in 
services. Those vulnerabilities also tell us what often numbers cannot, what the system 
looks like from real life application. So in real world terms what does that look like? 

In the words of our Oklahoma County Coordinator, Lori Wathen proud democrat and mother 
of a child with Down syndrome: 

"I am tired of seeing those who need help unable to get It, because people who don't need it are 
using the system...we see it every day" 

From Donald Baily of S.C. 

"/ am testifying at a hearing next week in DC presenting testimony regarding disability reform 
and Social Security. In my testimony I will be discussing the higher Ed piece and referencing your 
work with the CTC and the S.C. model. I just wanted to be sure this was OK? 

Donald's reply: Good for you I Of course you can... tell all, thanks! 

Donald is a former trustee with the University of South Carolina, father of a son with Autism, 
and founder of the South Carolina College Transition Connection, a consortium of five 
universities in S.C. providing Higher Ed options for individuals with intellectual/ 
developmental disabilities. Donald and his wife, along with other parents created the CTC 
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because they wanted something more for his son than sitting at home after he aged out of 
the system. 

I have chosen Donald and Lori and could provide you with many more parent and provider 
statements as to barriers in the system. The bottom line is due to the many gaps we have 
created a pervasive problem in which we have left not only the system vulnerable but the 
individuals we are to be helping. We see children with impairments labeled disabled, we see 
parents and adolescents remain under employed so they may sustain their benefits. We see 
thousands on a wait-list in Oklahoma who receive no services because they are "waiting" for 
"assistance". Aside from service gaps, we see something more concerning. Deeply concering. 
We see people with disabilities unknowing segregated from their communities because the 
transition from the school support service stops often when the individual ages out of the 
system. Services stop, the support system is gone instantly and because transition services are 
programs rather than processes we see individuals who should be out in their communities go 
from an active community life, that being their school, to nothing. Almost overnight. In 
observation we are able to see a gap where most young adults with disabilities should be 
transitioning into the community. Why weren't they in their community all along? Like you and 
me? People with disabilities deserve to be a part of our community, a natural part, not guests. 
And those programs while intended to be helpful. ..turn people away rather than towards each 
other. The "turning towards each other" ...is our instinctive way of facilitating integration one 
with another. When we impede this fundamental human transaction. ..we unknowingly stop the 
natural process of inclusion-to some extent. The family and the individual can become 
dependent on the services if they are not gradually removed over time preparing the person for 
more independent living. This is not an agency problem as much as it is a systems problem and 
reform is essential to change. Most agencies are merely trying to implement the parameters 
placed before them. However, this change includes better definitions of disabilities, 
understanding the differences between disability and impairment, and instigating a 
convergence between the two parallels of commerce, community and independent living with 
government support services. This will require fundamental change not only in how we 
perceive disability but how we support individuals, specifically children, with disabilities. 

Lastly, as we move forward in the spirit of transformation understanding this is not a partisan 
issue. It is not a bi-partisan issue. It is a non-partisan issue, a civil rights issue, a human rights 
issue and lastly a dignity of life issue. It is our responsibility to prepare ail individuals for 
independent living, to be productive contributing citizens of society. This is the root goal of 
education and individuals with disabilities deserve more than what we have in place now. 
Change will require efforts of both the public and private sectors working in tandem. Through a 
sound joint process we can create a system equally welcoming to all. In closing I want to share 
a quote with you from one of our Successforlife Foundation Trustees: 

Sooner Success is filling a significant need, to support Oklahoma Families secure the resources 
needed to access and achieve the American Dream, of enjoying a life that fulfills one's 
aspirations. Children with disabilities deserve the opportunity to grow up to be productive 
adults in society and secure gainful employment. Employers who recognize the value of all 
types of diversity in the workplace, wilt be the ones who enjoy a win/win experience, in 
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achieving their corporate goals. I am proud to be associated with the U.S. Chamber of 
Commerce, who recently stated that, "greater access and opportunity for individuals with 
disabilities, will also be beneficial to business." 

— Charles H, Van Rysselberge, President, CVR Consulting, LLC, in Charleston, SC (former 
President & CEO of the Oklahoma City and Charleston, SC Chambers of Commerce). 


Former Greater Oklahoma City Chamber President Charles Van Rysselberge, one of the 
founding minds of Oklahoma City’s Cinderella story. Charles returns to Oklahoma City after a 
decade of absence as a trustee of the SUCCESSforlife Foundation. Charles was recently honored 
by the National Chamber of Commerce Executives, with a lifetime membership award for his 
innovativeness and ingenuity essential to thriving communities. Through his work with the 
Atlanta Chamber, Oklahoma City Chamber and Charleston, SC Chamber, he has brought 
revitalization to systems and infrastructure, the life blood of communities. Charles understands 
the business of business. Fie also understands to attract businesses, you first must attract 
families. Charles teaches at the US Chamber-Institute for Organizational Management and is a 
graduate of the "Diversity Leadership Academy” sponsored by the Riley Institute at Furman 
University. A key focus of the Diversity Leadership Academy Is to educate individuals on the 
value of diversity in the workplace.. .in solving workplace and corporate problems through the 
benefits of a diverse workforce. 
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Oklahoma's Web 

Portal; Fostering* Care 

G o o r d ina ti o 11 Be twe e n 

Primary Care and 

/ 

G o mmnn i ty S e rvi c e 
Providers 

BY LaR«Y Hii-iRU: Af^D CaRR<E HaNION 

Through the Assuring Better Child Health and Development 
Learning Collaborative (ABCD III) five states (Arkansas, 
Illinois. Minnesota, Oklahoma, and Oregon) are enhancing 
child development by improving care coordination and link- 
ages among primary care providers (POPs) and other pro- 
viders of community services for young children and their 
families.' The ABCD III state initiatives began in 2009, and 
a number of early lessons have already emerged. “ 

.A key feature of the Oklahoma ABCD III project is the ad- 
apution of an existing statewide information system as the 
basis of a web-based mechanism ("web portal") for pediatric 
and community providers to make and track referrals for 
low-income children identified as at I'isk of developmental 
problems. The web portal is built into the state's pre-existing 
Preventive Services Reminder System. Currently, pediatri- 
cians, Early Inter\'ention .specialists and public health offi- 
cials in four communities are testing the online system. The 
goal is to expand the use of the web portal to pediatric pro- 
viders across the state as well a.s to explore its implementation 
to assist other populations served by Oklahoma's Medicaid 
program. The lessons from Oklahoma's ABCD experience 
in implementing a web portal outlined in this brief {nay in- 
form the efforts of policymakers in other stales as thev strive 
to improve care coordination. They include; 


« Provide clinic staff with the appropriate training needed 
to successfully operate a web portal upfront, along with 
ongoing technical assistance following implementation. 

Use hands-on practice facilitation to tailor and advance 
the implementation of technology in practices and referral 
sites. 

• Develop information-sharing mechanisms that meet federal 
privacy protections. 

• Partner with community stakeholders to ensure continued 
success. 

• Collaborate/partner with a university. 

• Look at existing web-based tools and infrastructure to see 
if they can be enhanced for care coordination. 

Introduction' 

Oklahoma's ABCD III project Connecting the Docs: Improving 
Care Coordination and Delivery of Developmental Screening 
and Referral Services in Oklahoma, aims to advance systemic 
changes designed to improve outcomes for young children 
with and at risk for developmental delays. With the support of 
the state project team, four communities (Canadian, Garfield, 
Pottawatomie, and Tulsa counties) are piloting interventions 
to improve care coordination and communication of referral 


Table 1 - Key Partners in Oklahoma 


Partner 


Early Intervention 

SoonerStart is Oklahoma’s Early Intervention (El) program. SoonerStart iS a joint effort of multiple 
state agencies, however, the Department of Education is the Lead Agency for Ei. 

Care coordinators 

Sooner SUCCESS provides care coordination for families, providers, and communities. Sooner 

SUCCESS sits in the Child Study Center Program at the University of Oklahoma Health Sciences Center. 
(See “University ■■). 

Local health 
departments 

Through the Child Guidance Program, local county health departments provide services to children 
and families including assessment, intervention, consultation, and education. The program is within the 
Oklahoma State Department of Health. 

Family support 

The Oklahoma Family Network (OFN) is a family-to-famiiy health information center that provides 
peer support to parents of children with medical issues or disabilities, OFN also provides support 
groups for parents raising children with special needs or a disability. 

Medicaid agency 

The Oklahoma Health Care Authority houses the state's Medicaid program, which is known as 
SoonerCare. 

University 

The University of Oklahoma Health Sciences Center (OUHSC) provides technical support for the 
Preventive Services Reminder System. OUHSC also supports Practice facilitators (Practice Enhancement 
Assistants) who provide technical assistance to the .ABCD 11! pilots. 


outcomes between primary care and community service 
providers. Each community has a core team representing 
primary care practices. Early Intervention agencies, local 
health deparbnents, care coordinators, and family support 
(via the Oklahoma Family Network - a family-to-fami!y health 
information center).’ These county teams meet regularly to 
strengthen relationships and to work with state partners to 
identify community needs and fine- tune improvement strategies 
identified by the state team. 

The project uses a multi-faceted “Facilitated Change” strategy 
to implement practice-based interventions, A key component 
of this strategy is two Practice Enhancement Assistants (PEAs 
or practice facilitators) who are based out of the University 
of Oklahoma Health Sciences Center, The PEAs support 
participating primary care practices as they implement the 
interventions conceived of by the state ABCD ill team."' The 
PEAs help practices conduct Pian-Do-Study-Act (PDSA) cycles, 
which are four-step, rapid cycles designed to test and analyze 
the impact of improvements on a small scale, The PEAs also 
provide technical assistance to help practices use resources 
developed by the state team. The PEAs have been critical in 
both developing and nurturing the county teams during the 
pilot process. Foremost among the resources the PEAs have 
helped practices and community service providers implement is 
a wcb-based referral and tracking system or “web portal," which 
is meant to create: 1 ) an infrastructure to coordinate isolated 
















56 


initiatives designed to ensure foilow-up for refenBis, linkages of 
subsystems, and monitoring of process and outcome measures; 
2) a consistent single point of contact or service provision 
infrastructure across communities: and 3) a process to assure 
that families of children at risk for delay are connected with 
appropriate services. 

Web PoRTAi Infrastructure 

The "web porta!” is the mechanism participating pediatric 
practices and community partners in pilot counties use to 
initiate, follow-up on, complete, and communicate infonnation 
about referrals for early childhood services in Oklahoma. The 
Oklahoma ABCD ill team developed the web portal by building 
it into the pre-existing Preventive Services Reminder S 3 «tem 
(PSRS), PSRS is an open-source academic system designed 
and maintained by the University of Oklahoma Health Sciences 
Center (OUHSC) Department of Family and Preventive 
Medicine. OUHSC designed PSRS to help primary care 
practices improve preventive and longitudinal care. Preventive 
care recommendations are based on U.S. Preventive Services 
Task Force (USPSTF) guidelines. 

PSRS was originally designed for networked Palm® handheld 
devices. The device would remind primary care providers 
(PCPs) to ask patients about past preventive services and 
current risk factors, The system is now accessible via a web 
browser from any web-enabled device, and it contains a number 
of elements and tools for PCPs tnciuding: an immunization 
registry, a secondary preventive services registry, visit and 
patient-specific recommendations at the point-of-care, data 
exchange with the state immunization registry, and routine 
data collection for practice-based research.-'’’-^ The Agency for 
Healthcare Research and Quality (AHRQ) and the Medicaid 
agency (Oklahoma Health Care Authority) first funded the 
PSRS in 2002, and it has since been funded by a series of 
grants from the National Institutes of Health (NIH).^ The PSRS 
.started as a way to track immunizations, but as it developed 
further, the state decided to add the capability to track well- 
child visits since they fit so closely with vaccine periodicity. 

As a part of the Oklahoma ABCD III project, OUHSC has 
developed and added a new component to the PSRS: a 
■'Request for Early Childhood Services." also known among 
project participants as the "web portal.” 


How IT Works; Oklahoma's Linkage 

Process 

The web portal was designed specifically with the goal of 
improving care coordination for children with, or at risk 
for, devebpmenta! delays.* The service linkage process in 
Oklahoma starts when the parent schedules an appointment 
for a child with a PCR If the PCP is participating in the ABCD 
!lj pilot process and identifies a child with, or at risk for, 
developmental delays (for instance, concern about a motor 
delay), the PCP will enter a request for referral through the 
web portal. At this time the web port'ai shows the referral as 
pending. There are usually few pending requests in the web 
portal at a given time because referral agenc!e.s respond within 
24-48 hours. This response time is due to statutory guidelines 
for Eariy Intervention that dictate that the agency must begin 
an mitial response within two days.* 

Once in the system, county-specific teams receive an email 
flag alert that a referral is pending. These county teams are 
composed of; Oklahoma's Early Intervention (El) Program; 
Sooner SUCCESS care coordination program (a collaboration 
between the OUHSC Child Study Center and the Oklahoma 
Department of Human Services): and Child Guidance (within 
the Oklahoma State Department of Hea!th)(see Table 1 ). The 
agency most appropriate to meet the child's needs triages the 
request for referral. Though the county teams had the option 
to choose which agency was the first to triage the request for 
referral, all four county teams - independently of each other - 
opted to have El be the initial triage point. 

When the appropriate agency receives and triages the 
request, the web portal lists the referral as processing. The 
appropriate agency then sends information around eligibility 
and what services the child will be receivirjg back to the PCP 
through the web portal, which then lists the request for referral 
as responded (for instance, undertaking an assessment 
that identifies motor delays that qualify the child for Early 
Intervention services, and a plan for physical therapy services 
to address the delay). At this point the PCP receives an email 
flag from the portal with a notification about the request 
for referral. The PCP then reviews the information sent back 
from the county team. Once the PCP indicates in the portal 
that s/he has reviewed the information, the referral process is 
completed (i.e., the primary care provider now has information 
in a medical record that indicates that the child is under the 
care of a physical therapist to address motor delavs). The web 
portal does allow for a request to be withdrawn if the referral 
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Figure 1 . Oklahoma's linkage process’® 
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was entered in error (i.e., a duplicate entry). For a map of the 
care coordination process please refer to Figure 1. 

Implementing the Web Portal 

The Oklahoma ABCD ill team is aware that in order for the 
web portal to be sustainabie. it must meet the needs of those 
it serves. To successfully implement the web portal, the ABCD 
Hi team has relied upon both clinic support and community 
collaboration. By implementing the web portal this way. the 
ABCD III team has been able to facilitate clinic adoption of the 
web portal while also remaining receptive to feedback from 
community partners. 

Clinic Support 

The Practice Enhancement Assistants (PEAs) mentioned 
previously work closely with participating primary care 
practice clinicians and staiT to integrate the web portal into 
their everyday routine. The PEAs also provide technical 
assistance for the web portal, The PEAs train clinic employees 
on the web portal functions and provide IT support for 
installing the security certificate/user names/passwords for 
the web portal. Once the web porta! is running, the PEAs 
remain available to offer technical assistance on the issues 
detailed above. They initially visit each clinic once every two 
weeks and provide additional support via telephone and email 
as needed. The Oklahoma ABCD ill team has found that once 
the initial implementation is complete and the web portal 
IS in use. requests for support decline quickly, from one or 
two minor questions a week, to one or two minor questions 


a month. Oklahoma estimates that one PEA can manage 
approximately 150 practices after they are fully operational 
with the web portal. 

Community Coluboration 

The Oklahoma ABCD ill team has responded to feedback on 
the design of the porta! since the beginning of the project 
Counties and practices have significant latitude to determine 
how they will respond to requests within the web portal - 
there is no one formal method across the state, This flexibility 
is critical to the projects success, as each county team can 
use the web portal in a way that is tailored to its specific 
individual, personnel, workflow, and population needs. 

The ABCD 111 team also acts on suggestions for modifications 
to the web portal to make it more useful to the county teams, 
Changes to the web portal made as a result of community 
feedback include; 

• the ability to search both by county and by referral, which 
enables PCPs to limit the search only to those who they 
have referred: 

• the addition of a feature where PCPs can "hover" over 
a patient's name with the mouse in order to see a quick 
snapshot of actions taken to date: and 

• a secure messaging feature that allows direct 
communication between clinics and community teams. 

The ABCD HI team has also worked closely with its community 
partners to ensure that all participating team agencies or 
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organizations have access to the web portal. Sirvce family 
support professionals are not medical providers, the ABCD 
III team is collaborating with state partners to provide the 
necessary privacy (i.e.. HIPAA) training prior to granting 
Oklahoma Family Network (OFN) team members access to 
the web portal. To date, one OFN re^sentative has received 
this training, and the team is in the process of training more. 
Simultaneously, the ABCD III team is fine-tuning consent 
forms to clarify which community partner organizations have 
access to the web portal. 

By being open to feedback, the Oklahoma ABCD III team has 
made the web portal more useful and practical to practices 
and community teams, which helps ensure that it will be used 
beyond the duration of the project. 

Advantages of the Web Portal 

The web portal seeks to minimize the time and effort needed 
to initiate, track, and follow-up on referrals. Prior to its 
development. PCPs in Oklahoma did r>ot have a standard tool 
to make referrals for early childhood services and receive 
feedback on those referrals. The web portal now serves that 
purpose. The project team originally intended to create a 
paper-based fax-back form. With a paper form, the burden is 
on the PCP to write in the child's demographic information 
and identify the appropriate referral agency. In contrast, 
the web portal pre-populates most of this information for 
(he PCP; it includes the demographic information for all 
children enrolled in the state's Medicaid primary care case 
management program (SoonerCare Choke).” An interagency 
agreement between the state Medicaid agency (Oklahoma 
Health Care Authority) and the University of Oklahoma 
Health Sciences Center facilitates this data sharing. 

The university pre-populates the web portal with local county 
team information. Therefore the PCP does not r>eed to 
identity the referral agency or a specific contact at an agerKy. 
The web portal automates this process. Further automating 
the process, the state is developing a dual HIPAA/ Family 
Education Rights and Privacy Act (FERPA) form for families 
to sign to ensure that a PCP with HIPAA approval can receive 
information about a child from Early Intervention. 

Another advantage of the web portal is that it helps eliminate 
duplicate screening. PCPs are able to upload the results 
of developmental screening from the Ages and Stages 
Questionnaire (ASQ) and attach them to the referral in the 
web portal. They can also elect to document ASQ screening 


scores only, without attaching a scanrred instrument This 
expedites the referral process for families by claritying when 
Early Intervention does not need to screen the child and can 
move straight into in-depth assessment. 

Furthermore, the web portal and its associated email alerts 
enable pediatric practices to stay informed about follow- 
up servkes provided to patients by Early Intervention and 
community service providers. Without the web portal, 
pediatric providers might not know the results of a given 
referral, including whether the child was assessed, if the child 
qualified for services, and/or whether the child is receiving 
support servkes. 

In addition to minimizing the burden on PCPs. the web portal 
also facilitates the state's ability to monitor and evaluate the 
model. The web portal indicates completed feedback loc^s 
(in whkh the PCP refers a child for services and receives 
information about the results of the referral) and provides 
the screening/referral documentation necessary for billing 
purposes.’’ The design allows the Oklahoma ABCD III team 
to electronkally review web portal usage to measure trends in 
referrals and track the average length of time a referral stays 
in each stage of the process by participating county. This 
information helps the ABCD III team identity any bottlenecks 
in the system or areas where additional improvement may be 
needed to help close d>e feedback loop. 

Financing 

The initial Preventive Services Reminder System was funded 
by a grant from the Agency for Healthcare Research and 
Quality (AHRQ) with additional support provided by the 
Oklahoma Medkaid agerKy. and began in 2002. SirKc 
2004. however, the PSRS has been funded through a Career 
Development Award (K08). which was awarded to the 
developer by the National Institutes of Health. SirKe the 
child development piece of the PSRS and the web portal 
enhance the usefulr>ess of the program, the K08 funds were 
able to be used to build the web portal into the Preventive 
Services Reminder System. ABCD III grant funds were used to 
support the pilots. The state is using ABCD III funds, as well 
as funds from a medical home contract, to fund the practice 
enhancement assistants. The activities of the web portal are 
closely aligrKd with medical home activities within the state. 

Results to Date 

The ABCD til team has been tracking the use of the 
portal in each of the four pilot communities as it has been 
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impiemented. As of September 2011 . there were 177 requests 
for referral in the web portal. Of these 177 requests. 85 
percent (150) resulted in feedback to the primary pediatric 
provider, which is considered substantially higher than 
standard practice. Of this 85 percent of referrals for which 
there was pediatric feedback reported, about 75 percent 
(112) of the referrals were officially completed by the agency 
and reviewed by the pediatrician; 25 percent (38) showed 
that the local agency had determined eligibility and/or 
services and were awaiting pediatric provider review in order 
for the referral to be declared "completed." An additional 
12 percent (22) were processing, whereby the county team 
had received the referral from the pediatric practice and 
were undergoing the assessment to determine eligibility and 
services. The remaining referrals (about 3 percent of total 
requests) were either pending county team review (1 ) or 
withdrawn due to error (4).'^ The state ABCD III team has 
found that the information flow process to date has, thus far, 
been useful and exciting for the participating communities. 

Data from a previous University of Oklahoma Health Sciences 
Center project ("Helping Family Physicians Screen and Identify 
Children At-Risk for Developmental Delays”) which was 
funded by the Association of University Centers on Disabilities 
(AUCD) and the Centers for Disease Control and Prevention 
(CDC), included 862 chart reviews in three clinics. The chart 
review.s showed wide variability in the practices’ results, but 
overall, primary care providers identified 47 children as having 
or being at-risk for a developmental delay: they referred 14 of 
these children to Early intervention, and they had information 
concerning the outcome of the referral for 8 of those 14 
children. The aggregate result is documented feedback to 
primary care providers in 17 percent of charts (8 out of 47 
children), which is much lower than the web portal data to 

date of 85 percent (150 out of 177 chiidren). 

Statewide Implications for C.are 
Coordination 

Oklahoma's ABCD ill team offered each of its pilot counties 
the option of using the web portal or the paper-based fax- 
back form. Some of the practices were hesitant to use the web 
portal at first; but after hearing positive feedback about the 
portal, all four pilot counties chose to implement it. Oklahoma 
has experienced declining state budgets and increased 
financial pressure in the wake of the recession. The notion of 
providing more efficient care coordination (i.e., simplifying 


referrals for PCPs. and eliminating duplication of efforts) 
makes it very attractive to the practices. 

!n an effort to sustain and spread the successes of ABCD 
ill, the state is looking to capitalize on the popularity of the 
web portal within the pilot practices by sharing It with others 
outside of the ABCD 111 pilot who may find it helpful. The 
project team has found a lot of interest in the web portal 
within the state. A demonstration of the web portal within 
the state Medicaid agency (Oklahoma Health Care Authority) 
drew more than 60 personnel.’^ Many attendees saw the 
portal as having uses and implications beyond ABCD III. 
Beyond child development, agency staff sees the web portai 
as an opportunity to potentially improve care coordination 
and service linkages for mental health and substance abuse 
services, among other ideas. 

The ABCD HI team is exploring these other uses/implications 
to ensure the sustainability and spread of the project. One 
potential future use of the portal for sustainability may be 
incorporating its use into Oklahoma’s medical home program, 
which provides enhanced payment to primary care practices 
that varies based on increasing levels of medical home 
capacity. In addition, the state Chapter of the American 
Academy of Pediatrics is exploring ways for the practicing 
physicians to earn Maintenance of Certification (MOC) credit 
if they learn the web portai system. Maintaining certification is 
required for pediatricians every ten years.^'’ 

Lessons Lf.arned 

The Oklahoma ABCD II! team has learned a number of lessons 
while developing and implementing the web portal. 

• Provide the appropriate training up front, along 
with ongoing technical assistance following 
implementation. The PEAs devoted significant time 
to training individual practices at implementation. The 
training was tailored to each individual practice so 
that the web portai would best fit with that practice's 
workflow. The PEAs' demonstrations and assistance 
with implementation and IT issues helped address some 
initial concerns in some practices about using a new tool 
(the web portal) while they were impiementing other 
technology, such as electronic medical records. The PEAs 
have remained involved post-implementation and provide 
continued technical assistance. 
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Develop information-sharing mechanisms that meet 
federal privacy protections. Oklahoma developed 
security certificates to ensure only authorized persons 
have access to the porta!. These certificates dictate which 
computers can access the portal. This greatly increases 
security and makes the portal a secure, HIPAA compliant, 
web- based framework. The state also developed a dual 
HiPAA/FERPA consent form to ensure that a PCP with 
HIPAA approval can receive information back from Early 
intervention. With this form in place the state was able to 
add boxes to the web porta! to indicate that HIPAA and 
FERPA consent are on file. 

Partner with community stakeholders to ensure 
continued success. The Oklahoma ABCD ill team has 
been very accessible and receptive to the practices and 
county teams piloting the web portal and this has resulted 
in positive feedback. The state has listened closely to 
feedback from community partners on what would make 
the portal more useful and made revisions to meet their 
needs. Examples of these improvements include the 
addition of check boxes at the bottom of the response 
page to indicate whom among the four partners touched 
the referral during the process and the addition of gentle 
guidance cues in the web interface to prevent and educate 
about system mismanagement, yet are minimally intrusive 
to workflow/^ 

Collaborate with a university. The Oklahoma Medicaid 
agency's partnership with the University of Oklahoma 
Health Sciences Center is extremely fruitful and has 
been fundamental to the development and success of 
the web portal, Based out of the university, the practice 
facilitators have been instrumental in the implementation 
and continued technical assistance of the project. The 
university benefits from this partnership by learning more 
about the dynamics of early childhood referrals that 


can be used in the future to design and study similar 
interventions that improve the quality of care. Additionally, 
work on the .ABCD II! project informs and enhances 
unlversi-fy researchers' past and current research on child 
development. 

• Look at existing tools to see if they can be enhanced 
for care coordination. As mentioned earlier, the PSRS, 
developed with funding by AHRQ and the Medicaid 
agency, was already considered a useful and well-accepted 
tool among PCPs, The Oklahoma ABCD ill team was able 
to build the web portal into this already existing system, 
simultaneously improving its functionality and supporting 
care coordination. Other states should look at existing 
resources upon which to build an electronic system to 
facilitate referral and follow-up among various providers. 
Immunization registries, for example, might provide 
a usefiji platform from which to begin to build a care 
coordination information system. 

CONGUJSIO.N’ 

Oklahoma's web portal has emerged as an effective tool 
to coordinate care and share information across multiple 
providers on referrals and follow-up services for young 
children within four communities. Furthermore, the web 
portal's popularity has ensured not only its success in all of 
the pilot counties, but has also garnered interest from other 
stakeholders as well. The Oklahoma ABCD ill team plans 
to use this interest to support its sustainability and spread 
throughout the state. The state plans to provide continued 
support for the web portal to make it more valuable to 
practices. Additionally, the state plans to explore avenues 
for expanding the web portal to other populations with the 
knowledge that doing so will likely ensure not only the web 
portal's survival and spread beyond the project but also 
advances in care coordination more broadly. 
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Serwices for Children with Special Healthcare Needs at a County Level 

.Mark Wolraich, MD; Jennifer Lockhart., BS; Louis Worley^ MS 


ABSTRACT 

Chiidren and youth with special health care needs (CYSHCN) 
and their families often require multiple services from 
multiple providers in order to meet their rreeds. The Sooner 
SUCCESS (State Unified Cnildren’s Comprehensive Exemplary 
Services for Special Needs), 'was developed based on a 
complex adaptive systems approach aiiowing local coalitions 
to address their unique needs. Sooner SUCCESS provides 
support to families and service providers at the community 
level including a broad range of supports from simply 
helping a family identify and access a service that already 
exists to innovatively marshaling generic resources to meet 
a unique need, The program uses these family support 
activities coupled with the Community Needs Assessments 
identify local service needs eitcouraging community capacity 
building by coordinating the efforts of the health, mental 
health, social and education systems to ideirtify service gaps 
and develop community-based strategies to fill those gaps, 

INTRODUCTION 

Children and youth with vspeciai health care needs (CYSHCN) 
and their families often require multiple sendees from 
multiple providers in order to nreet their needs. Families ftj)d 
themselves continually negotiating a complicated network 
of federal, state, local arid private service systems that are 
governed independently and allocated tiirough different sets 
of eligibility standards, Oklahoma’s in'formation and referral 
system currently lists on their web page over 1 05 services under 
developmental disabilities, 1 23 services under mental health and 
seven dilTerent categories for financial assistance.’ For families 
and providers, figuritig out how to .Bcce.ss these services is often 
diificuH. and providers tend to focus on their specific areas of 
expeitisc, A provider within a specific sendee discipline may 
be aware of the access mechanism for their own system, but 

unaw'are of henv to get services from another system or even die 
availability of those services, Seivices in Oklahoma, like many 
otlier states, are organized within funding streams and along 
condition specific lines. Families and provider have difficulty 
i5avigating tiiese service systems, (,)ften a family must describe 
their chi)<l in one way to achieve access to services then in 
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another, sometimes opposite, way to get the kind of sendee they 
need (i,e. special education provided in an inclusive selling). 
Providers are faced W’ith many of the same obslaules as familie-s 
and have the additional challenge of managing the How of 
services ftx>m their own agency. !i is extremely difFiciilt to 
blend resources across dilTerent sectors such a.s education and 
health. 

in addition to tlie inadequacy of tiie s)vstem to meet the 
families' needs, the systems use frequently very inefficient. 
Since it is difficult to determine the broad needs of CYSCHN, 
there are gaps in .services in many cases and duplication of 
sei'vices in other areas. 'Fo keep costs down different .sectiors 
try to put in place measines that keep their costs manageable. 
As examples, in the past, CYSHCN often have been excluded 
from participation in managed care sciiemes a,rid private health 
insurance coverage because both generally exclude people with 
preexisting conditions. Sectors such as education mui health 
Liave each tried to limit their burden by designating services 
as ones tliat should be provided by the other sectoi". There arc 
few .structures in place that can facilitate the coordination of 
services so that they maximize efficiency and equitably divide 
the burden between different service sectors. As a recent 
example, the present need for intensive behavioral services 
for young children with autisirF places a burden on both the 
education and health sectors, with no mecltaiiism for the sectors 
to arrange to share the burden, 

CYSHCN are often excluded from participation in managed 
care schemes and private health insi,irancc coverage because 
both generally exclude pwple svith preexisting conditions, A 
higher percentage (12,3%, compared to 8,8% nationally) of 
Oklahoma’s CSt-lCN were without insurance at some point 
during the past year. 19,8 % ofOkiaiioma families responding 
to the surv'ey indicated that they experienced financial problems 
due to their child's health neech! (National Survey of CYSHCN 
Chartbook, 2fK)5-06). The higher Oklahoma teen birth rates 
(which exceed the national average by almost 12 percentage 
points OSDH, 2{K)3) are also a factor. The rate is higher in rui'ai 
Oklahoma. Teen births coupled with the uninsured rate in some 
rural counties of over 37% and expected poor outcomes can seem 
daunting. A solution is needed that maximizes existing resources, 
fills shortfalls with innovative an.sw-ers, enlists the energy of 
consutners and providers and otiicr community inemhers 
collaborativeiy and crosses condition-specific boundaries, 
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The long-standing acknowledgement of the iraportans^ of 
interdisciplinary, interagency coordination of services for 
CYSHCN has stimulated a variety of improvement efforts 
in different human service sectors. However, implementing 
such services has been a challenge. A review published in 
2007^ identified the following 6 principles; (1) r^ponsive to 
family challenges, priorities, and strengths; (2) develop^ in 
partnership with constituents; (3) reflective and respectful of 
the cultural norms and practices of the families particif^ting; 
(4) accessible to everyone; (5) affordable to those who 
need assistance; and (6) organized and coordinated throu^ 
collaboration so that resources are equitably distributed in an 
efficient and effective manner. They defined the macro level 
changes of: (1) standardized eligibility protocols developed 
jointly by the federal and state agencies contributing funds to 
the system: (2) legal and accounting mechanisms or vessels 
for blending (flexible use) funding streams: (3) develc^ment 
of cost-sharing mechanisms to allocate costs fairly among 
families, private insurei-s, goveniment. and other payers; (4) 
measures to eliminate duplication of effort based on resource 
allocation procedures developed through intergovernmental 
agreements; and (5) a flexible point of entry such that a family 
need only apply once, with this application appropriate for ail 
needed .services. The micro level needs to include families, 
physicians, other health and mental health care providers, 
local schools, public transportation, and social service 
providers. The micro level also needs to include the creation 
of operational interagency collaborative relationships such that 
families access services when tliey need them. The creation of 
community grants or other incentives to encourage coordination 
across deliveiy agencies and providers, including the Medical 
Home to facilitate the arrangements and a local governing or 
organizing structure to help achieve this goal, 

Historically, a majority of these initiatives have employed 
one-dimensional, “top-down” or “imposed” approaches, The 
major initiatives are. change efforts such as new programs 
applied within a single human service sector rather than 
across multiple sectors. For example in the iiealth care sector 
projects have been initiated in the primary care setting aimed 
at improving (he screening of children for developmental 
delays or increasing their ability to provide Medical Home 
components, While these traditional effoits have resulted in 
some improvement, they often achieve only modest gains in 
integrating services. 

Factors likely contributing to the less than desired level of 
improvement include: 1) the complex and frequently changing 
requirements of families and CYSHCN which pose significant 
challenges to designing an integrated system flexible enough 
to meet individual needs adequately; 2) the inability for the 
complex systems at a local level to form effective coordinating 
systems across agencies and sectors; 3) the ever changing current 
health care financing mode! with a number of unreimbursed 
costs of care wid coordination serving as a strong disincentive 
to change. [4] In the absence of a coordinated system, families 
who must access human service systems frequently in ord» to 
provide the best care for their CYSHCN are often left on their 


OW'D to navigate the complex anuy of different professional 
disciplines and agencies, each of which may have different 
and often conflicting eligibility requirements and financing 
options. Like othei-s^’*’, we have attempted to begin to address 
die issues from the perspective of complex adaptive systems in 
order to achieve a more coordinated human service system for 
CYSHCN and their families. This approach requires focusing at 
the local level with a program that allows for the organizational 
development to be sensitive to the unique aspects of each county 
|»rticularly with regard to existing community relationships, 
facilitates and adapts the process through a county coordinator 
(^rvice navig^or) not tied to a specific local agency, include.s 
a communication structure between local coraraunity programs 
and agencies at a .state level and provides a motivational system 
at the local level to help to encourage ongoing activities is likely 
to result in the tnore extensive local coordination and better and 
more extensive setv'ices. 

The Sooner SUCCESS (State Unified Children’s 
Comprehensive Exemplary Eervices for .fecial Needs), 
Oklahoma’s Implementation Grant for Integrated Community 
Systems for Children and Youth with Special Health Care 
Needs (CYSHCN) w'as developed based on a complex adaptive 
systems approach. The Sooner SUCCESS pilot project began 
as a coalition of family members, mid-to upper-level public 
service managem and advocacy groups met to di.scuss how 
Oklahoma could address service gaps and lack of interagency 
coordination across both public and private service systems 
not only at the state but at the community level. It began in 
2002 with initial funding from the Department of Human 
Services Title V and a grant from the Oklahoma Developmental 
Disabilities Council, The initial program consisted of 6 county 
coalitions formed in 2002 and expanded to 9 in 200<?, to 1 1 
counties by 2010 and currently is in 12 covering about half of 
Oklahoma’s children, 

Sooner SUCCESS provides support to families and 
service providers at tlie community level including a broad 
range of supports from simply helping a family identify and 
access a service that already exists to innovatively marshalling 
generic resources to meet a unique need. The program uses 
these family support activities to identity local need. The 
infrastructure established at tlie local level supports community 
capacity building based on those needs. Sooner SUCCESS 
builds community capacity by coordinating the efforts of the 
health, mental health, social and education systems, identifying 
existing public and private services, identifying service gaps 
and developing community-based strategies to fill those gaps. 

Families, educators, social and health professionals and 
others are provided a structure by Sooner SUCCESS to connect 
with one another in ways that multiply their capacity and 
effectiveness. This infi-astructure provides the mechanism to 
integrate the system services provided by health, mental health, 
social and educational agencies supporting CYSHCN and tlieir 
ftunilies. Sooner SUCCESS partners with family members, 
local communities, the Oklahoma Developmental Disabilities 
Council, Oklahoma State Departments of Human Services 
(OKDHS), Education (OSDE), Healtii (OSDH), Mental Health 
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and Substance Abuse Sen^ices (ODMHSAS), Rehabilitation 
Services (ODRS), Health; Care Authority (OHCA), Oklahoma 
Commission on Children- and Youth (OCCY), Office of 
Juvenile Affairs, (OJA), Oklahoma Leadership &lucation in 
Neurodevelopmental Disabilities (LEND) and the Center for 
Learning and leadership (UCEDD). 

Members of each coalition represent fantilies, the OKDHS, 
OSDE, DSHD, and ODMHSAS. Regional and state coalitions 
consisting of similar elements plus representatives from ODRS» 
OHCA, OCCY, OJA, tlie UCEDD, the LEND and the Section 
of Developmental and Behavioral Pediatrics at the Univemity 
of Oklahoma Health Sciences Center. 

Members of each coalition represent families, the OKDHS, 
OSDE, OSHD, and ODMHSAS. Regional and state coalitions 
consisting of similar elements plus representatives from ODRS, 
OHCA, OCCY, OJA, tlie UCEDD, the LEND and the Section 
of Developmental and Behavioral Pediatrics at Uie University 
of Okiaiioma Health Sciences Center. 

Each participating county was provided a half time 
coordinatorlo facilitate the development ofthcircounty coalition 
and provide navigation at the request of imy families or family 
providers in their county. As an initial step, they determined all 
the services widiin their county so they can advise the families 
who request seiwices when possible. Where they are unable 
to find a solution, they bring the requests to their coalition to 
help come up with a plan to address the need. In aiidition, 
the coalitions are provided with information from a bi-annual 
needs assessment that includes information specific to their 
county and information about the nature of the referrals that 
their coordinator received, The process provides information 
and motivating forces to each coalition to find innovative 
solutions to their needs and a forum whereby resources across 
agencies can be braid to most efficiently and effectively meet 
the families’ needs, Identified issues which arc broader than a 
local county can also be raised to the regional or state levels as 
needed. The support provided by Sooner SUCCESS to families 
and vservice providers at the community level include a broad 
range of services, from simply helping a family identify and 
access a service that already exists to innovativeiy marshalling 
generic resources to meet a unique need. The program uses 
these family support activities coupled with the Community 
Needs Assessment to identify local needs. It supports 
community capacity building by coordinating the efforts of the 
health, mental health, social and education systems, identifying 
existing public and private services, identifying service gaps 
and developing community-based strategies to fill those gaps. 

The model project established an infrastructure for the pilot 
region that facilitates community-based capacily development 
through ongoing comprehensive interagency coordination and 
collaboration, among families and service providers at four 
levels as depicted in Figure 1 : 

• .State Level: The Sooner SUCCESS State Interagency 
Coordination Council has memberahip from families. State 
Departments ofHealth,Education,HumanServices,Mental 
Health and Substance Abuse Services, Rehabilitation 
Services, Health Care Authority, Commission on Children 


and Youth, UCEDD, LEND and OU CSC. This group 
identifies current interagency coordination activities, 
challenges to effective interagency coordination and 
builds capacity to address those challenges through policy 
«id/or procedural adjustments. The Sooner SUCCESS 
Stole Int^agency Coordination Council meets monthly 
and also provides guidance to the project. 

• Regional Level; A regional team made up of key public, 
private and family community leadere and project staff 
identifies tlie services available and unique service 
coordination issues within the multi-county region. A 
needs assessment process supports the regional team 
members in service assessment and service gap 
identification. The Community Needs Assessment identifies 
regional assets and challenges. The regional team is 
siqiported by a Regional Coordinator who also is 
responsible for support and guidance to county coordinators. 
The Sooner SUCCESS Regional Coordination Council 
meets monthly to accomplish regional capacity 
development and provide guidance to the Regional 
Coordinator. It provides an opportunity for counties to 
share their successes and challenges. 

• County Level: At the county’ level, two components of the 
infrastructure were established. Coordinator in each 
county assemble a coalition of family members, education, 
healUi, mental health and social services and other 
community-based stakeholders. The county coordinator 
fecilitates toe project goals at the community level. 
The county coordinator and toe coalition are charged with 
identifying available services and a model for ongoing 
scrv'ice coordination across the county. The county 
coalition usc-s toe Community Needs Assessment lo 
develop community-based capacity building initiatives. 
The county coalition meets monthly. 

• Family Level: The fourth level may be the most critical, 
Individual families, the county coordinator, coalition 
members and-^or other community members can bring 
families, either literally or figuratively, to the monthly 
coalition meeting and ask the group to resolve service needs 
that one or more of the .service agencies are unable to meet 
or the family can not otherwise access. The county coalition 
identifies services available and a coordination mechanism 
to more effectively identify and respond to individual 
family needs. The team identifies family assets, services 
needed, service gaps for individual families and develops 
a coordinated plan, Infoimation generated by this process 
is communicated to the other levels within the model as 
one mechanism to determine need. Specifically, when a 
service gap is discovered, resolution is sought at local, 
regional and state level, whichever is appropriate. 

The program was started with Title V funds and a developmental 
Disabilities Council Grant in order to develop the first 6 county 
coalitions lo the northwest of Oklahoma City in suburban and 
rural counties. It further developed with an US Maternal and 
Child Health Bureau Systems Integration Grant expanding 
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Figure 1 . Sooner SUCCESS Structura! Organization 



to three additional eounties including l^jlsa and several 
surrounding counties. A.? time limited grants have ended, it has 
(continued with soiiie State support as well as funds from the 
CommonweaJtii FuikI, the Oklahoma Health Care Authority, 
the Department of Education and continued Di-iS Title F.ive 
funds so that: tliere are now ).2 county coalitions covering over 
half of the state’s children. 

RESULTS OF ACTIVITIES 
Services to Individual Families 

The coalitions have been meeting monthly since their inception 
with anywhere from 10 to 30 attendees representing human 
services, mental health, education health and families. Between 
2007 and 2012 the program helped 3,048 children with 1,498 
of tliose in ilie past two years. These children were within 
2,58.5 families with 1.294 in the past two years. While county 
coordinators (navigiitors) mostly serv-ed the families in their 
count)', 2 1 5 of those .ser^••ed weie froin out of the county wltich 
provided ilic service. 


As Specific Examples of Indhidua! Paitiily Navigation 

Activities: 

1. A county coordinator /nivi \'o> ) 1 hv 'Mii, ■ioikd^' i 

the Depaitment of RehabiiiUn m m ^ t .i 

Human Services, a hon.e i 1 1 ^ ivv o o 

children wdth special needs ei.o a \oiu t . o i 'a lo u 
who donated die labor to ptov vti a i mil u ' , k 

accessible modifications for ui \ l vi ^ v lOi i, 1 1 

bifida who wanted to be mdeoLnas-'ii UMiw w .mi, 

2. A single mother with t 'O vno v'tl h p 
extremely difficult dcli\ n i' t ed l u 
and intellectual impai m tu w S' (l[ lO •' si 
coordinator (navigator) n he! v ou ip v ’ l r h ^o w - \ 

of age. TTie navigator > is I'l i. l ' u l i lSi j s i i 

the OUHSC Child Stud\ tvnu o‘li pt\.SL n ti ti b 
Supplemental Security Into te tp’^iLU la > i ik Ik 
other DHS servnees. She ai o slrot t tU n. 'her xU U d ti. f v 
appointment at the CSt cua iL^onpim-'il diem so 'utouH 
help them wdth die paperwork, ana waiting .fo!- testing. She also 
helped the mother understand her child’s disabilities, helped her 
to enroll her child in die school for the blind and latej- helped 
him integrate hack into ihc community. 

3. A county coordinator (navigator) helped a family of a 14 year 
old child with Muscular Dystrophy devise a system that enabled 
him to bathe utilizing a portable bath tub, The project: cost S400 
provided by the Ministerial. Alliance and a pharmacy discount. 

4. .A county coordinator (navigator) helped seve.ral families who 
have had issues with their children’s school .such as ab.sences 
and tardiness where .she is able to act as a mediator l>etwcen 
schools and parents, 

Capacity Building: 

The program has been the impetus for seveju! additional 
initiatives including the training of .PCPs to use evi.d.ence 
based developmental screening w'bich received additional 
funding from the Centers for Disease Co?it.!'ol and Prevemitm 
and the developsiient of a w'cb portal tiiat has enhanced 
communication between Pt'Ps and Soonei' Start the state early 
intervention rx'gardtng children from PCPs who are j-efcixed to 
the earlier intervention program in collaboration vdth OHCA 
and supi>orted bj' a grant from the Commonwealth .Fund. 'The 
county coordinator (navigator) in Canadian county and the 
regional coordinator also iielped fiitdlitate Cl’anadian county’s 
attainment of a Health Access Nctw' 0 )-.k status. Oi'cr the years 
Uie program has provided a 2-5 times the return iti additional 
funding for the. cost of the programs. 

As spiutifk capacity buikiing exampla.s: 
i. A county coordinator (navigator) recruited a counselor from 
a neighboring county bchaviora! health progratn to provide 
sessions at school in the county once a week, The coalition was 
able to eventually to expasid ihc eouiity counseling services to 
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five days a week supported by fee for services and a grant. 

2. A county coordinator (navigator) arranged tlirough the 
Oklahoma Dental Foundation to liave the Mobile Dental Van 
come to all 4 of the schools in her county. From the dental van 
visits, the Oklahoma Dental Foundation provided in excess of 
$100,000.00 worth of dental work to children in that county. 

3. Based on a needs assessment of a county, it was evident that 
in that county they had no regularly occurring respite programs 
for children with special needs despite the fact that some funds 
were available for those services. Tiie county coalition was able 
to design a respite program to address this need. The program 
provides a free evening of respite once per month for 

in the county in partnership with a local church. It serves both 
children with special needs & their siblings ages 6 montfis to 
12 years and provides a trained 1 on 1 volunteer for eacli child 
to support both individual and peer to peer play time as well as 
a volunteer support team to offer breaks, provide assivStance, 
and ensure safety. As of July 1, 2012 the program has s«ved 
49 children from 12 families and has recruited and trained 40 
community volunteere with growth in attendance each month. 
The program has been funded through conummity support and 
private donations. 

DISCUSSION 

The requirements of children with special needs are frequently 
varied and complex. Addressing them requires multiple 
service domains including health, education, human services 
and mental health. Programs focusing on single conditions or 
domains of service fall short of meeting the families’ needs. 
Directives tltat are generated at a state and national basis while 
helping to support and stimulate programs ai-e not able to easily 
adjust to tite unique needs individual communities. 

The unique aspect of the Sooner SUCCESS program is 
that it takes a complex adaptive system.s approach*-*' allowing 


for unique local solutions to problems. It has put in place the 
oiganiaational structure for local communities to address their 
needs in their own unique ways in a coordinated fashion and it 
provides cmgoing feedback to the communities to help them in 
their activities and decisions. 

The assumption i.s that the problems of this nature are 
not easily solved and that rather than trying to come up with 
initiatives to address the problems with major interventions, 
it will be more effective in the long run to have in place an 
o^anizationa! structure tliat provides gradual incremental 
small changes generated mostly at tlte community level. The 
initial results of this project over the past 10 years suggest that 
the desired results are slowly evolving. 
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Mr. Lankford. Ms. Lockhart, we are going to move on. When we 
come back, we are going to pummel you with questions here in just 
a minute as well, so I want to make sure we have time for every- 
body, too. 

Ms. Lockhart. Thank you, sir. Yes, sir. 

Mr. Lankford. Mr. O’Carroll. 

STATEMENT OF PATRICK P. O’CARROLL, JR. 

Mr. O’Carroll. Good afternoon. Chairman Lankford, Ranking 
Member Speier, and members of the subcommittee. Thank you for 
inviting me to be here today. 

A 42-year-old man was living out a childhood dream: he was the 
lead singer of his own hard rock band and he also owned a popular 
cafe. For almost 20 years his band had toured the Country and per- 
formed at large music festivals. He talked up his band’s success on 
social media, touting performances for millions of fans and world- 
wide sales of thousands of albums and t-shirts; even been inter- 
viewed for local newspaper articles and TV interviews. And during 
this entire time he was receiving Social Security Disability for 
mood disorders. 

Last year, during a continuing disability review, or a CDR, a dis- 
ability examiner referred the man’s case to one of our cooperative 
disability investigations, or CDI, units. The man’s musical exploits 
made the examiner suspicious that he might not be eligible for ben- 
efits because he was more capable than he claimed. The CDI inves- 
tigation confirmed that the man was able to work and perform ac- 
tivities contrary to his disability. With this information, SSA 
ceased the man’s benefits in January. 

I share this example because it combines the value of two of our 
most effective integrity tools: CDRs and the CDI program. CDI ef- 
forts usually focus on initial claims, but disability examiners can 
also refer questionable in-pay cases to a CDI unit for investigation, 
as in this case. It is one of the many reasons we are pleased that 
the acting commissioner has agreed to expand CDI by up to seven 
units by the end of 2015. 

Of course, CDRs on their own have proven to be effective guards 
against improper payments in the disability programs. My office 
has long urged SSA to conduct more CDRs every year. We also con- 
sistently encourage Congress to fund these critical reviews. With 
the return on investment of $9 saved for every dollar invested in 
CDRs, appropriating funds to conduct these reviews is sound fiscal 
policy. However, after dedicated funding ended in 2002, CDRs de- 
clined by over 75 percent, creating a significant backlog. 

Although SSA has been conducting more CDRs since 2009, the 
backlog still stood at $1.3 million last year. As a result, SSA con- 
tinues to make payments that could be avoided. For example, ac- 
cording to past audit work, up to $1.1 billion in disability payments 
could have been avoided in 2011 alone if CDRs had been performed 
when due. 

Similarly, re-determinations can prevent improper payments in 
the SSI program. These non-medical reviews will yield an antici- 
pated 5 to 1 return this year. From 2003 to 2008, re-determinations 
decreased by 60 percent. Our audit work found that $3.3 billion in 
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SSI payments could have been avoided in just two years if more 
reviews were completed. 

I am encouraged that SSA has completed more eligibility reviews 
in recent years. For this year, the agency has stated that it plans 
to complete 510,000 medical CDRs and almost 2.5 million re-deter- 
minations. We are currently evaluating SSA’s progress in com- 
pleting these reviews and we plan to issue a report later this year. 

We have long focused our audit efforts on CDRs and re-deter- 
minations because there are such sound reasons for funding and 
conducting them as scheduled. For example, in a recent audit we 
found that SSA hadn’t conducted 79 percent of childhood CDRs or 
10 percent of age 18 re-determinations within the time frames re- 
quired by law. The cost over four years was $1.4 billion. Payments 
made because of delayed reviews are troubling because they are 
largely avoidable. We recognize that SSA is a difficult task in proc- 
essing and increasing number of new claims, but the agency must 
continue to seek ways to balance customer service with steward- 
ship responsibilities. 

Through our audit and investigative work, we keep working with 
SSA and Congress to protect these critical programs. 

Thank you again for the invitation to testify, and I would be 
happy to answer any questions. 

[Prepared statement of Mr. O’Carroll follows:] 
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Good afternoon, Chairman Lankford, Ranking Member Speier, and Members of the Subcommittee. 
Thank you for inviting me to discuss the Social Security Administration’s (SSA) management of its 
disability programs. 1 appreciate your continued interest in this and other Agency-related issues. 

According to SSA, in February 2014, the Agency provided about $10.9 billion in Disability Insurance 
(DI) payments to almost 1 1 million citizens across the country, including more than 8.9 million disabled 
workers, and more than 2 million spouses and children. SSA also paid $4.7 billion in Supplemental 
Security Income (SSI) to more than 8.3 million recipients. 

Increasing levels of disability claims and beneficiaries in recent years have challenged SSA's ability to 
deliver world-class service, creating workloads that strain resources, causing delays and backlogs, and 
leaving the Agency vulnerable to fraud and abuse. SSA must find ways to balance service initiatives, 
such as processing new claims and appeals, against stewardship responsibilities, to ensure that Dl 
beneficiaries and SSI recipients continue to be eligible for the payments they are receiving. 

Continuing Disability Reviews 

For many years, we have identified full medical continuing disability reviews (CDRs) and SSI 
redeterminations as highly effective guards against improper payments and program fraud. After an 
individual is determined to be disabled, SSA is required to conduct periodic CDRs to determine whether 
the individual continues to be disabled. However, SSA generally cannot find an individual’s disability 
has ended without finding medical improvement has occurred. As such, diaries are set for 

• six to 1 8 months when improvement is expected, 

• up to three years when improvement is possible, and 

• five to seven years when improvement is not expected. 

If SSA determines the person’s medical condition has improved such that he or she is no longer disabled 
according to its guidelines, it ceases benefits. The Agency estimates that every $1 spent on medical 
CDRs yields about $9 in savings to SSA programs as well as Medicare and Medicaid over 10 years. 

SSA employs a profiling system that determines the likelihood of medical improvement for disabled 
beneficiaries. SSA selects the records of those benefieiaries that have been profiled as having a high 
likelihood of improvement for a full medical review by State disability determination services (DDS). 

In a March 2010 report , we determined that SSA’s number of completed full medical CDRs declined by 
65 percent from fiscal year (FY) 2004 to 2008, resulting in a significant backlog. We estimated SSA 
would have avoided paying at least $556 million during calendar year 2011 if SSA had conducted the 
medical CDRs in the backlog when they were due. 

According to SSA, in FY2013, the Agency completed 428,658 medical CDRs; more than 1 15,000 of 
these, or about 27 percent, resulted in an initial cessation of benefits. ' 

The medical CDR backlog stood at 1 .3 million at the end of FY2013. We are currently evaluating SSA’s 
progress in completing program integrity workloads, in light of the Agency’s annual congressional 


' This number does not rake into consideration the number of cessations that will l>e upheld on appeal. SSA estimated that about 
67 percent of the 96,012 CDR cessations in fT201 1 would be upheld on appeal, for example. 
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appropriations and dedicated funding for program integrity efforts like CDRs. We plan to issue the 
report later this year, but thus far, we have determined: 

> In FY2002, SSA received $630 million in dedicated funding for program integrity work; that 
year, the Agency completed 856,849 medical CDRs. 

> From FY2003 to FY2008, SSA did not receive any dedicated funding for program integrity; 

CDR workloads decreased, and the CDR backlog grew significantly. 

> Since FY2009, SSA has received dedicated program integrity funding; the Agency began 
increasing its program integrity workloads, but despite recent improvements, it has completed 
less program integrity work than it had in the past. 

> For example, in FY2013, SSA received $743 million in dedicated program integrity funding, but 
completed about half the number of medical CDRs it completed in FY2002 with less integrity 
funding. 

> For FY2014, under the Consolidated Appropriations Act of 2014, SSA received about $1.2 
billion in dedicated program integrity funding, and recent information received from the Agency 
suggests that they plan to complete 510,000 medical CDRs, 

SSA has preliminarily reported it would need $11.8 billion in funding over the next 10 years to eliminate 
the medical CDR backlog by FY201 8 and prevent its recurrence through FY2023. Under this scenario, 
SSA .should identify tens of billions of dollars in lifetime Federal benefit savings. 

However, to eliminate the backlog and achieve these savings, as SSA has reported, it would require 
program integrity funding in excess of that planned under the Budget Control Act of 2011 (BCA), which 
was to provide SSA’s integrity funding through FY2021 . 

The BCA funding level would provide SSA $10.3 billion for medical CDRs over the next 10 years, 
which should also enable SSA to identify tens of billions of dollars in lifetime Federal benefits savings 
and reduce the backlog dramatically by the end of FY2018, though the backlog would grow in 
subsequent years. 

Therefore, SSA may only be able to reduce the CDR backlog temporarily based on the Agency’s plans 
for integrity workloads under different funding scenarios. We have consistently recommended that SSA 
prioritize the use of available resources toward CDR workloads so it does not miss opportunities to 
realize potential savings. 

Unfortunately, even when a CDR is conducted and the State DDS determines medical improvement, it 
does not always mean that SSA terminates benefits timely, or at all. In a November 2012 renort . we 
identified D1 beneficiaries and their auxiliaries and SSI recipients who improperly received payments 
after their medical cessation determinations, for a projected total of about $83.6 million. We 
recommended that SSA enhance its systems to perform automated terminations following medical 
cessation decisions. Although SSA has not yet implemented this change, it has agreed to do so. 

Also, w'e are assessing SSA’s adherence to the medical improvement review standard (MIRS) and its 
effect on the beneficiary rolls. During a CDR, SSA follows MlRS—mandated by the Social Security 
Disability Amendments of 1984 — to determine if a beneficiary'’s impainnent has improved since his/her 
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most favorable determination and can perform work activities. However, if SSA’s decision to place the 
individual on disability was questionable in the first place — for example, if the allowance was not fully 
supported or documented but not clearly in error and the individual's condition has not changed — MIRS 
makes it difficult for SS A to take the person off disability, because under current law, there is no 
medical improvement . There are several exceptions to MIRS — for example, if evidence shows a person 
was mistakenly placed on the disability rolls, SSA can cease benefits — but thus far, w'e are unsure how 
often SSA applies these exceptions. 'We examined MIRS exceptions in an audit that we will soon issue. 

In that same report, we estimated that SSA will pay about $269 million in benefits until the next CDR 
due date to about 4,000 adult beneficiaries who would not be considered disabled if MIRS were not 
place and SSA instead used its Initial Disability Standard (which is used during a claimant’s initial 
application for disability) during a CDR, 

Redeterminations 

In the SSI program, SSA conducts periodic redeterminations of non-medical eligibility factors — such as 
income, resources, and living arrangements — to determine if recipients are still eligible for SSI and are 
receiving the correct payment amount. Unlike CDRs, SSA is not required to complete a given number of 
redeterminations; SSA determines the number to complete based on staffing and funding resources, 
including the amount of funds it will use for CDRs. 

In July 2009, we reported that the number of SSI redeterminations SSA conducted had substantially 
decreased even though the number of SSI recipients had increased. Between FYs 2003 and 2008, 
redeterminations decreased by more than 60 percent. We estimated SSA could have saved an additional 
$3.3 billion during FYs 2008 and 2009 by conducting redeterminations at the same level it did in 
FY2003. 

Following our report, SSA significantly increased the number of redeterminations it 
completed. Specifically, redeterminations increased from a low in FY2007 of 692,000 to almost 
2.44 million in FY2013. SSA plans to conduct 2.44 million redeterminations in FY2014, which the 
Agency estimates will result in savings of $5 for every $1 spent on conducting them. 

In our September 2013 review, SSI Hish-error Profile Redelerminalions . however, we found that SSA 
was not completing all of the redeterminations identified as having the highest risk of overpayments. 
Each year, SSA identifies the number of high-error profile redeterminations it will complete based on 
the dedicated program integrity funding it expects to receive in its budget appropriation. Since SSA was 
uncertain of this amount at the beginning of the year, SSA intentionally selected more high-error profile 
redeterminations than it plans to complete. SSA’s method for assigning redeterminations as high-error is 
based on the anticipated dedicated program integrity funding and the amount SSA allocates to 
redeterminations. Therefore, when actual dedicated program integrity funding is at or lower than 
expected, some high-error profile redeterminations selected are not completed. 

For example, in FY201 1, the dedicated program integrity funding level resulted in SSA’s not completing 
up to 201,000 of the high-error profile redeterminations it had selected for review'. If SSA had completed 
all these redeterminations, we estimate that it would have identified at least $228.5 million in additional 
improper payments — both overpayments and underpayments. We recommended that SSA continue to 
increase the number of the high-error profile redeterminations conducted as resources allow, and SSA 
agreed to do so. 
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In September 2011, we issued a foliow-up report. Childhood Conlinumc DisahilHv Reviews undAee-IH 
Redeterminations , in which we found that SSA had not completed 79 percent of childhood CDRs and 1 0 
percent of age-18 SSI redeterminations, within the timeframes specified in the Social Security Ad. SSA 
requested and received special funding for FY2009 to FY20t2, but while the number of age- 1 8 
redeterminations increased, the number of childhood CDRs conducted declined. 

We estimated that SSA paid about $1.4 billion in SSI payments to approximately 513,300 recipients 
under 1 8 that it should not have paid; and that it would continue paying about $461 million annually 
until the reviews were completed. We also estimated SSA improperly paid about $5.7 million in SSI 
payments to approximately 5, 1 00 recipients who did not have an age- 1 8 redetermination completed by 
age 20; the Agency would continue paying about $6.3 million annually until these reviews were 
completed. We recommended that SSA conduct all childhood CDRs and age-18 redeterminations 
within legally required timeframes, and SSA agreed to do so to the extent that its budget and other 
priority workloads allowed. 

I know this Subcommittee is particularly interested in information on children receiving SSI. We have 
planned an audit to begin next year that will determine if certain geographical areas have unusually high 
numbers of approved children claims for mental impairments. As of July 2013, 1.3 million children 
under age 1 8 were receiving SSI, and more than 79 1 ,000 (6 1 percent) were receiving payments based on 
a mental impairment; of those, 223,671 received SSI for Attention Deficit Hyperactivity Disorders and 
203,529 for Speech and Language Delays. We would be willing to initiate an audit that further examines 
this topic at your request. 

Cooperative Disability Investigations 

I’d be remiss if 1 didn’t mention that one of the most effective ways that SSA can prevent disability 
overpayments is by dedicating resources to our Cooperative Disability Investigations (CDI) program. To 
improve program integrity, SSA should continue to make available the investigative efforts of CDI units 
to DDSs across the country. For many years, we have highlighted for Congress how CDI units assist 
DDS employees who suspect fraud in an initial disability claim. 

SSA and OIG jointly established CDI to resolve questions of fraud in the disability claims process, in 
conjunction with State DDS and State or local law enforcement agencies. In 1997, CDI launched with 
units in five states. The program currently consists of 25 Units covering 21 states and the 
Commonwealth of Puerto Rico. In FY20 1 3 alone, CDI efforts contributed to a projected $340.2 million 
in savings for SSA’s disability programs — the program's greatest single-year savings total. Since the 
program was established, CD! efforts have contributed to projected savings of $2,7 billion for SSA’s 
disability programs. 

We’re very pleased that the Acting Commissioner has approved plans to expand CDI by up to seven 
units by the end of FY2015 — which would bring us to a total of 32 units. Last month, I traveled to 
Michigan to meet with state officials and expedite the process to establish a unit in Detroit; just last 
week, 1 met with the Puerto Rico Police Department and secured an agreement for the PRPD to 
temporarily assign three additional investigators to the San Juan CDI Unit. 
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CDI units generally focus on preventing improper disability payments from ever occurring, but DDS 
employees can also enlist CDI units to investigate in-pay beneficiaries who might not be eligible to 
continue receiving payments. In FY2013: 

> CDI units opened 4,75 1 cases; about 75 percent of the cases were on initial claims, and about 1 6 
percent were related to beneficiaries already receiving benefits. (About 9 percent did not indicate 
if the case related to an initial claim or an in-pay beneficiary.) 

> DDSs denied or ceased benefits on 4,134 cases after CDI investigations. Fifteen individuals were 
criminally prosecuted, and civil monetary penalties were imposed on 34 individuals as a result of 
CDI investigations. 

DDSs that have access to a CDI unit can easily refer suspicious claims to the CDI unit for investigation. 
CDI investigation reports include information that a disability examiner, or an administrative law judge, 
cannot normally obtain during the application or CDR process to assist in making an accurate disability 
determination. This can include independent observations and .surveillance video of the 
claimant/beneficiary, interviews with the claimant/beneficiary or third parties, and corroborated findings 
from other available resources or databases. CDI is a key integrity tool that helps to ensure that only 
those who are eligible for benefits actually receive them. 

Conclusion 

It is critical that SSA invest sufficient resources to maintain and improve disability program integrity, 
through efforts such CDRs, redeterminations, and anti-fraud initiatives like the CDI program. These 
efforts safeguard the stability and integrity of disability payments, and they inspire Americans’ 
confidence in Social Security's programs. 

My office is committed to working closely with SSA and your Subcommittee to help the Agency 
achieve these and other goals. Thank you again for the invitation to testify today, and I’d be happy to 
answer any questions. 
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Mr. Lankford. Thank you to all of our witnesses. 

I will begin our questions. 

Ms. Lockhart, I have a question. Your statement about undigni- 
fied supports and then your statement of multiple levels of dysfunc- 
tion. 

Ms. Lockhart. Yes, sir. 

Mr. Lankford. You tried to walk through some of those as well, 
but one of the key issues — you started to talk at the very tail end — 
I know I had to cut you off a little bit on your testimony. You start- 
ed talking about the impact of families and individuals in commu- 
nities and out of communities. What it seemed like you were saying 
is when these individuals are put into this, they are actually pulled 
out of society and they are separated out. 

The question I have for you is what do you think the goal of the 
disability program should be? 

Ms. Lockhart. The goal should be to provide a route back into 
their community. The overarching goal should be that people with 
disabilities have an independent life. Also, define what disability is. 
Impairment does not necessarily mean disability. 

Mr. Lankford. Okay. Now, hold on for just a moment on that 
one. You are right, impairment is not disability. The challenge of 
this is that once you get into the system, if you have an impair- 
ment and they define it as you are not able to do substantial gain- 
ful work, employment, then you may be impaired, but you are now 
tagged as disabled and you are actually prevented from employ- 
ment. Is that what you are experiencing? 

Ms. Lockhart. Right. 

Mr. Lankford. So what does that look like? 

Ms. Lockhart. We have situations where either the children 
aren’t getting services that would help them move forward or chil- 
dren that in our professional position might be impaired, but not 
disabled. We have experienced families that the parents at times 
will — what is the word I want to use? — sometimes stall the process. 

Mr. Lankford. You mean stall the process of re-engagement in 
society? 

Ms. Lockhart. Right. Right. So we see both. But we are saying 
that to those that do have disabilities, sir, we don’t have a mecha- 
nism that is sure and sound that provides them a way into the 
community. We are still, for the first time, really understanding. 
And I know that we have programs, but what we see is we see the 
families on the system level here, so imagine two rails, and then 
we see commerce, private sector over here. And really what we 
need to see is they converge. So to say we want our disabilities to 
have jobs, people with jobs be paid fairly, those kinds of things, and 
be an integral part of our community, we have to prepare this side 
over here as well. 

Mr. Lankford. Okay. 

Mr. O’Carroll, you made a comment about increasing the CDRs 
and watching out for the reviews and such. Based on what Ms. 
Nottingham was saying, it is not just a matter of increasing the 
number of CDRs, it is actually the effectiveness of the CDRs. So 
what are you experiencing with the actual review when the review 
occurs? 

Can I put this up on the screen as well? 
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[Slide.] 

Mr. Lankford. There is a stat that we have been able to locate 
here. Social Security Administration provided this. This is from 
2003 to 2013, so it goes back a decade for us, asking the question 
of when CDRs actually occur, what happens at that point. Once 
they have been evaluated, when they go into the system, evaluated, 
are they expected to recover from this or be out of the system pos- 
sible or not expected. 

So here is the number of reviews, the number of removals, and 
what we found interesting is over the decade there the people that 
were expected to at some point leave the system, there is only 18 
percent of them that actually do. What is interesting to me is those 
that were not expected, 7 percent of the folks that were not ex- 
pected leaving. It is really not that far apart, an 11 percent dif- 
ference between the two. 

So what we see is people that are even expected to be out of the 
system really don’t leave the system. It sounds like, to go back to 
what Ms. Nottingham was saying, there is an issue with not just 
doing CDRs, but the effectiveness of CDRs based on even the ini- 
tial expectation. 

Mr. O’Carroll. Yes, Mr. Chairman. On that, I guess from some 
of the work that we have done, a lot of the expectations that they 
are having aren’t found as we are finding here. One of those issues 
that is part of this hearing is talking about medical improvement 
on it and the issues with medical improvement. And with medical 
improvement, if you were found disabled, by the next time you 
come back to a DDS on it, unless you have improved from what you 
were found the last time, you are going to be found still disabled. 

And we are finding that if you use the standard that you use 
when you first come in, which would be different than the medical 
improvement, it would be an initial application, there would be a 
lot more findings in terms of a person improving. And what we 
found on that, we just did a report on it, we are waiting for com- 
ments back from the agency, but we found in that case about 4 per- 
cent of the people that were found disabled would not be found dis- 
abled if you used the initial disability application formula instead 
of the improvement formula. 

Mr. Lankford. I am sorry, I am just about out of time. Can you 
say that last part again? 

Mr. O’Carroll. The last one I said is it is about 4 percent of the 
people that we looked at that were found disabled would not have 
been found disabled had they come in on an initial application. So, 
in other words, what they are saying is that what they purport 
with was below the level of what they would have been put on dis- 
ability, but since they were already on disability, they couldn’t be 
taken off it. 

Mr. Lankford. Okay. 

Mr. O’Carroll. So we are seeing that 4 percent. To be truthful, 
it could be a much higher percentage. There is a problem, though, 
with the record-keeping that SSA was doing on it, and we find it 
could go as high as 12 percent, because there about 8 percent of 
the cases that we looked at were incorrectly cited. So, as an exam- 
ple, they said they were thrown off or they were taken off for a 
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medical improvement, but when we read the file on it, we found 
it was really because they had returned to work. 

Mr. Lankford. Okay. 

Mr. O’Carroll. So we are asking for more accuracy on that so 
we can get a better standard. But that is an example of what you 
were saying here. 

Mr. Lankford. Thank you. 

Ms. Speier. 

Ms. Speier. Mr. Chairman, thank you, and thank you to all of 
our witnesses. 

The presentation that was made by the inspector general of this 
rock band that suggested they had lots of social media, you were 
able to access it on social media, Ms. LaCanfora, does the Social 
Security Administration have the authority to consult social media 
accounts when conducting CDRs? 

Ms. LaCanfora. Our adjudicators do not consult social media. 
And let me explain why, if I may. We understand the committee’s 
interest in this issue, and we are certainly open to more discus- 
sions and discussions with the IG, but let me be clear about one 
thing. Right now, our adjudicators refer 22,000 cases per year to 
the inspector general that they find to be suspicious. Our adjudica- 
tors are trained in fraud detection and they look at medical evi- 
dence, they look at the allegations of the individual, they weigh all 
of the evidence and they detect anomalies, and they do it very well. 

Ms. Speier. I have very limited time, so you just have to answer 
the question. Right now they do not, is that correct? 

Ms. LaCanfora. That is correct. 

Ms. Speier. Do they have the authority to and they just don’t? 

Ms. LaCanfora. We do not allow them to look at social media. 

Ms. Speier. Do you, within the Social Security Administration, 
have the authority to require them to look at social media? 

Ms. LaCanfora. Yes. 

Ms. Speier. All right, so we don’t need legislation to do that. 

Ms. LaCanfora. Correct. 

Ms. Speier. All right, so this is a decision that you made. 

Ms. LaCanfora. Correct. 

Ms. Speier. All right. I would disagree with that decision be- 
cause I think that social media is a very fair and appropriate way 
of doing a CDR. So that is just one area that we need to pursue 
a little bit more. 

Inspector General, your office found that DI beneficiaries and 
SSI recipients improperly receive payments after medical cessation 
determinations, costing taxpayers $83.6 million. Does the Social Se- 
curity Administration have a clawback provision for collecting im- 
proper payments? 

Mr. O’Carroll. Yes, they do, in two ways. One is that they can 
declare an overpayment and then of any benefits that are going in 
the future on it, they will take the penalty out of that. Then the 
other tool that we use is civil monetary penalties. So when we find 
that a person has lied, and if they aren’t on benefits and we can’t 
attach the benefits to get the overpayment from them, we will then 
charge them with a civil monetary penalty and get benefits back 
that way. 
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Ms. Speier. So does that clawback actually take place, then? And 
you are in charge of the clawback, not 

Mr. O’Carroll. No. Unfortunately, all we do is, if it is in a court 
and the court has a judgment that the person has to pay it back, 
it is up to the Justice Department to collect it. And in the other 
ones where overpayment is assessed by SSA, they monitor it and 
collect it, we don’t. 

Ms. Speier. All right, so it is unclear whether or not we do any 
clawback. On the one hand, if someone is getting payments that 
shouldn’t be getting them and it is our fault because it is a clerical 
error, I would not necessarily be supportive of a clawback. 

Mr. O’Carroll. Agreed. 

Ms. Speier. But if it was adjudicated, they know they are not 
supposed to be getting payments, they continue to get payments, 
then I think there is a reason to clawback; and you are saying they 
have the authority and it is unclear whether or not they use it. 

Mr. O’Carroll. Yes. 

Ms. Speier. All right. The IG report recommended that the So- 
cial Security Administration enhance its automated termination 
system following medical cessation decisions and the Social Secu- 
rity Administration agreed to that recommendation. 

So my question to you, Ms. LaCanfora, is when will that rec- 
ommendation be implemented? 

Ms. LaCanfora. That recommendation has already been imple- 
mented. We discussed this at our hearing in November, if you 
might recall. We have made two systems changes to ensure auto- 
mated cessation, so that there is no time delay between the deci- 
sion at the DDS and the actual cessation. We have one more piece 
of that to implement, which we are going to do this fiscal year, to 
make sure that there is no gap at the hearings level. In addition 
to those systems changes, we are also going to continue to have a 
safety net in place where we do periodic runs to make sure no 
cases fall through the cracks. We fully support the idea that the 
cessations need to be made timely. 

Ms. Speier. So to you, inspector, does that then cover all the po- 
tential terminations that don’t take place that should take place? 

Mr. O’Carroll. Yes. In fact, our recommendation was that sys- 
tems enhancements be made so that it is automated and that it 
will be caught, and that is being implemented right now. So we 
haven’t audited it, we haven’t declared it a success, but at least 
they are in the right direction. 

Ms. Speier. All right, very good. 

Mr. Chairman, I am going to actually give you back 15 seconds 
in the hopes that we will be able to have a longer second round. 

Mr. Lankford. We will. We will. 

Mr. Walberg. 

Mr. Walberg. Thank you, Mr. Chairman, and thanks to the 
panel for being here. 

Mr. Bertoni, as I understand, every two years a high-risk list is 
established of agencies and programs. Can you explain how the 
GAO designates a program to be high-risk? 

Mr. Bertoni. Sure. There is typically two criteria. The first cri- 
teria is whether they have significant management operational 
issues or problems that expose it to fraud, waste, and abuse, pro- 
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gram integrity issues, mismanagement. The second part is organi- 
zations may need urgent transformation in many ways. 

Mr. Walberg. As I understand it, Federal disability programs 
have been designated as high-risk every time the list was issued 
since 2003. Can you explain why? 

Mr. Bertoni. On the first front, in terms of the management and 
operational side, we continue to see issues with their ability to get 
out in front of the backlogs, with their ability to make timely and 
accurate payments. We still have a significant overpayment situa- 
tion. So even on that management and operational front, where we 
have seen some progress in some areas, it wouldn’t be proper for 
us to remove it from the list. 

On the other side, the area of transformation, we have said for 
many years they need to take a more modern approach to dis- 
ability. 

Mr. Walberg. More modern approach? 

Mr. Bertoni. More modern approach to disability. Disability 
today versus what it was 20 years ago, when we were a manual 
labor economy versus a service and knowledge-based economy is 
much different. Their criteria, their listings, their listings of jobs in 
the national economy have not kept up to date with the 
transitioning and what a disability looks like today, and we have 
had numerous recommendations that they address that. 

Mr. Walberg. Thus the illustration of the performing artist, 
being able to work and successfully raise a lot of funds. 

Mr. Bertoni. Well, in that case, that is a significant manage- 
ment and operational issue there, not having appropriate tools to 
get out in front of that problem. 

Mr. Walberg. Mr. O’Carroll, which reviews, of the multiple re- 
views, adult CDRs for SSI, SSDI, childhood CDRs for SSI, age 18 
re-determinations for SSI, which reviews are most cost-effective? 

Mr. O’Carroll. Mr. Walberg, probably the most cost-effective 
one would be the work CDRs, and work CDRs are the ones where 
we are showing wages are being posted against a person who is 
supposedly not working because they are disabled. Then, at that 
point, they would be brought in to SSA. But a little bit of texture 
to the conversation is that work CDRs are difficult to do; they are 
done by SSA, usually take a lot of study in terms of seeing if some- 
body had gotten a bonus or termination, another type of bonus like 
that. So, any way, they are difficult to do, but they have a very 
high return on investment. 

The next one down would be the medical reviews, and the med- 
ical reviews are, just as we said, because of the person having a 
disability, getting better, they are probably the more easily accept- 
ed and understood of the type of reviews that are done; and they 
are done by DDSs, and that is where the DDSs are doing those. 

So, anyway, I guess the best one to say on it is the word CDRs 
are the most effective. 

Mr. Walberg. Mr. Bertoni and Mr. O’Carroll, how much tax- 
payer money has been wasted because of SSA CDR backlog? 

Mr. Bertoni. I can’t speak to the dollar amounts. I can say that 
we had over 400,000 cases that we identified in the SSI kids realm 
that were well overdue for a CDR, and we didn’t project that to 
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what that would he, but over time, a lifetime of benefits, that is 
a significant amount of dollars. 

Mr. Walberg. That was in the children’s realm, you said? 

Mr. Bertoni. Yes. 

Mr. Walberg. Thank you. 

Mr. O’Carroll? 

Mr. O’Carroll. We are anticipating that several billion dollars 
are lost every year because of the backlog on the CDRs. 

Mr. Walberg. Four hundred thousand cases, several billions of 
dollars. 

Ms. LaCanfora, why did the agency allow a huge backlog of 
CDRs for children with conditions that tend to be temporary? 

Ms. LaCaneora. Well, with all due respect, I return that ques- 
tion in part back to the Congress. We have been inadequately fund- 
ed over a series of years and unable to complete the number of 
CDRs that we need to complete. In fact, we have had to make very 
difficult tradeoffs in which CDRs we are going to do. And with re- 
spect to children, here is how we prioritize: we look for the greatest 
savings to the taxpayer; and the reality is the greatest savings to 
the taxpayer does not lie with children, because their benefits tend 
to be lower than adults. So we strictly look for savings to the tax- 
payer when we prioritize. 

Mr. Walberg. But the length of time is significantly more, cor- 
rect, with children? 

Ms. LaCanfora. We take into consideration the fact that we do 
review all children at age 18, so the average lifetime savings is ac- 
tually lower when you look at children. 

Ms. Speier. Would the gentleman yield? 

Mr. Walberg. I will yield. 

Ms. Speier. Ms. LaCanfora, my understanding is the difference 
between adult payments and child payments is about $100 a 
month, isn’t that true? 

Ms. LaCanfora. I don’t know off the top of my head what it is, 
but children’s payments can be significantly less than adult pay- 
ments. And, remember, the SSI program, there is all kinds of rules 
for children like deeming. Children’s benefits are offset by income 
from the parents. 

Ms. Speier. All right. I don’t want to take any more time of the 
gentleman. My understanding is that the actual payments are 
about $100 in difference. 

Mr. Walberg. In difference. Correct. 

I yield back. 

Mr. Lankford. Ms. Duckworth. 

Ms. Duckworth. Thank you, Mr. Chairman. 

Ms. LaCanfora, I would like to continue on the CDRs. My under- 
standing is that the Federal Government saves about $10 for every 
dollar spent on CDRs. Is that correct? 

Ms. LaCanfora. It is about one to nine, but close. 

Ms. Duckworth. One to nine? And I wanted to sort of touch on 
this history. You mentioned the fact that we had adequately, at one 
point, funded CDRs and you were able to catch up. In your opinion, 
what is your recommendation in terms of funding? You just said 
that you are not being adequately funded. Are you asking, recom- 
mending a similar funding to get rid of this particular backlog of. 
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what is it, $1.3 million over a multi-year period? What is your rec- 
ommendation as an expert in the field? 

Ms. LaCanfora. Yes. Absolutely, the bottom line is you get what 
you pay for when it comes to CDRs. In fiscal year 2014 we received 
the Budget Control Act funding level, $1,197 billion, which will 
allow us to do 510 medical continuing disability reviews. If, in fis- 
cal year 2015, we get the BCA level, we will be able to do 888,000 
CDRs, and we are asking for $1,396 billion to do that. Subsequent 
to 2015, the President’s budget has a proposal for mandatory sus- 
tained funding separate from our administrative budget so that we 
can continue the momentum and eliminate the CDR backlog. 

Ms. Duckworth. So what you are saying is you need to get help 
covering the next two years to make a big dent in getting caught 
up in the backlog, and after that you have the mandatory that 
kicks in and then you will be able to work towards getting rid of 
the backlog and maintain parity with the new cases coming in? Am 
I saying that correctly? 

Ms. LaCanfora. Yes. Yes. 

Ms. Duckworth. Okay, thank you. 

Ms. LaCanfora. And that is our objective. 

Ms. Duckworth. Mr. O’Carroll, you wanted to say something? 

Mr. O’Carroll. Yes, Ms. Duckworth. Just to give a little context 
on that, what we are finding with that $1.3 million that is in the 
backlog on it, just doing the 510 on it won’t touch the backlog at 
all. And under the current funding level, what we took a look at 
is in the next five years is four of the five plans on it will not re- 
duce the backlog. 

So what we are finding is that, at least from our studies on it, 
they are going to have to be doing up in about the 900,000 level 
to be able to have a significant impact on that backlog. So that is 
the biggest issue. They are keeping current, but they are not get- 
ting the backlog down, and that is where the more funding and 
more direction is needed. 

Ms. Duckworth. Are there any other reasons why a backlog has 
developed, other than inadequate funding, in your opinion? 

Mr. O’Carroll. No, because we can pretty much show from all 
the work that we have done is when SSA dedicates the resources 
to doing it and the dedication is coming from their funding, that 
they will reduce that backlog back. That is what we were talking 
about in the early 2000s, was when the money was there they did 
reduce the backlog. 

Then after that, when the funding wasn’t there, the backlog kept 
growing, and then what would happen is they would be doing less 
and less each year, so the backlog kept growing. In fact, last year, 
even with funding on it, it went from $1.2 to $1.3 million as the 
backlog of it. So it goes to show even with the current funding on 
it it is difficult for them to be getting any progress on the backlog. 

Ms. Duckworth. I just have a little time left. Inspector General, 
can you touch a little bit on CDIs and on how the GDI units have 
become effective in rooting out fraud and preventing disability 
overpayments? How do the CDI complement CDRs? 

Mr. O’Carroll. The CDI program is, I guess, one of our most ef- 
fective anti-fraud programs going on; it is a group of between us 
and the SSA that we do it. And one of the things you were saying. 
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how it ties in with the CDR is that we work very closely, because 
we have two DDS employees assigned to the GDI unit, and as the 
DDS is noticing anything suspicious either in an initial application 
or when somebody is brought in for a CDR and they need more in- 
formation on it, they will refer it to the GDI unit. The GDI unit 
then will be using all the different tools that they have, between 
records to find out whether persons have licenses or other types of 
information that is contrary to the disability; social media; surveil- 
lances, and all those ones. So that usually there if there is a ques- 
tion on a CDR, the GDI unit can help. 

Ms. Duckworth. Thank you. 

I yield back the remainder of my time. 

Mr. Lankford. Mr. Cartwright. 

Mr. Cartwright. Thank you, Mr. Chairman, and I thank the 
chairman and the ranking member for bringing this important 
hearing, and certainly all of our witnesses for appearing here today 
to shed light on this important subject. 

The public trust in this Country really depends on the Social Se- 
curity Administration’s efforts and success at ensuring that people 
are not getting Social Security Disability payments who don’t qual- 
ify for them and also that everybody who does qualify for Social Se- 
curity and should be getting Social Security Disability is getting it. 
And I thank you for appearing here today. 

Ms. LaCanfora, I have a question for you. Your testimony lays 
out some of the steps SSA has taken to improve program integrity 
and to help ensure CDRs are done right and that their outcomes 
are based on consistent application of policy. These efforts dem- 
onstrate an organizational priority on improving the quality of 
CDRs, the efficiency of the process, and fair treatment of the bene- 
ficiaries. In fact, the truth is SSA’s efforts have resulted in a very 
high CDR decisional accuracy rate. Am I correct in that? 

Ms. LaCanfora. You are correct. 

Mr. Cartwright. Okay. In prior testimony, SSA Deputy Com- 
missioner Sklar stated, “The aging of baby-boomers, the economic 
downturns, additional workloads, and tight budgets increase our 
challenges to deliver.” Isn’t it true that actuaries have known for 
years that the number of people eligible to receive Social Security 
Disability was going to grow? Is that true? 

Ms. LaCanfora. Yes. 

Mr. Cartwright. And how did they know that? 

Ms. LaCanfora. Not only the actuaries, but the Social Security 
trustees, as well as the Congress have known for a very long time 
that the program was not sustainable. 

Mr. Cartwright. It was as plain as the nose on your face, wasn’t 
it? 

Ms. LaCanfora. Safe to say. 

Mr. Cartwright. Does SSA have the funds necessary to ramp up 
its program integrity efforts in view of the greater need created by 
this anticipated growth in SSD claims? 

Ms. LaCanfora. We are very pleased with the fiscal year 2014 
budget; it is the first time that we have received the money author- 
ized in the Budget Control Act. It will put us on a trajectory that 
will allow us to eliminate the CDR backlog, yes. 
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Mr. Cartwright. Does SSA have sufficient legal authority to 
protect the integrity of the disability program? 

Ms. LaCanfora. Yes. 

Mr. Cartwright. Okay, so we don’t have to legislate new law; 
it is just about money, isn’t it? 

Ms. LaCanfora. That is the single biggest determining factor, 
yes. 

Mr. Cartwright. All right. Well, I thank you for that. 

I think our witnesses have made clear that SSA has to have suf- 
ficient resources, and I appreciated your comments. Inspector Gen- 
eral O’Carroll, about the return on investment, as I think you put 
it. We got an ROI of nine to one if we properly fund your efforts, 
and I think that the CDR proper funding is a subset of the entire 
question of proper funding of the SSA, again, to make sure not only 
that people who are getting disability checks are supposed to be 
getting them, and that is the work of the CDRs, but also that the 
people who should be getting disability checks and aren’t getting 
them, that the process is sped up for those people, that justice is 
done for those people, and that the public trust in SSA is main- 
tained and restored so that we clean up the backlogs not only in 
the CDR system, but also for the claimants to begin with. 

I thank you again for appearing today and I yield back to the 
chairman. 

Mr. Lankford. Thank you, Mr. Cartwright. I do agree that the 
CDR time — ^by the way, we are going to start a second round here 
to be able to jump in and we will have a more open conversation 
as we go through. 

CDRs are incredibly significant in this, but I go back again to 
Ms. Nottingham, and I want to be able to mention this to you and 
want to be able to pull something out. It seems to be that it is not 
just the quantity of CDRs, it is the quality of what they are able 
to actually accomplish with it. 

I want to go back to your comments earlier about the definition 
for medical improvement. Both what is coming out from the ALJs 
and what you see, the quality of that producL that work product 
that is coming and the determination of does this person actually 
have medical improvement, how is that working? Because with 18 
percent of the people that were expected to be removed actually re- 
moved, those are CDRs that actually occurred, were paid for, and 
I am quite confident that many of them that were expected to be 
removed shouldn’t be removed yet, they still qualify. But 18 per- 
cent seems like a very low number to me, and it goes back to your 
comment earlier, trying to deal with the definition of medically dis- 
abled. Can you help me with this? 

Ms. Nottingham. Most cases wouldn’t get a medically improve- 
ment expected diary for when it should come back to CDR. Condi- 
tions, there are some that really are unknown that tend to get that, 
like certain cancers, where it really depends upon the result of the 
treatment, so we might give a shorter diary for that. I think that 
we tend to see an expected diary given from an ALJ, and I think, 
from what I have seen, or believe that there might be in a belief 
that the person will return to their own; they will get treatment, 
improve, and just return to work on their own. And that is just not 
what happens. 
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Ms. Speier. By returning to work, is it returning to the same 
kind of work they were doing before or just being able to work in 
some job? 

Ms. Nottingham. That is not something that we would look at. 

Ms. Speier. No, but I was just wondering in terms of the defini- 
tion. 

Ms. Nottingham. Oh. Depending upon their age and education, 
the vote grids is where that comes into play. We first look and see 
if they can return to their work as it was described or as it was 
performed in the general economy and if not, then is there other 
work out there, and that is where we take into consideration age 
and education. 

Mr. Lankford. Are you talking about at the CDR or are you 
talking about at the initial evaluation? 

Ms. Nottingham. The initial. The vocational grids and those fac- 
tors only come into play on a CDR if we have already found that 
medical improvement has occurred; otherwise, we wouldn’t look at 
that at all. 

Mr. Lankford. Okay, that is my preference on the question 
when we are coming back. Let me see if we can broaden this out. 

When you are doing the disability determination, you have it on 
a State level. Do you have access to social media? Are you doing 
some of your own investigations or are you dealing with just all the 
documents that are in front of you? Do you have authority to be 
able to do any of your own investigation as well? 

Ms. Nottingham. We would b^asically mainly look at medical 
records. We might get information from a third party if we have 
permission from the claimant to contact other people. Sometimes 
we might contact a former employer, but it is hard to actually get 
that information. The CDIUs have access to social media, the ex- 
aminers do not have access. 

Mr. Lankford. Okay, wait. Run that passed me again. Who 
doesn’t have access? 

Ms. Nottingham. Adjudicators or examiners would not, only 
CDIU. 

Mr. Lankford. Okay, so a typical case. But the GDI, that is not 
normal on that. 

Ms. Nottingham. Right. 

Mr. Lankford. That is a smaller number and only in certain re- 
gions, correct? 

Ms. Nottingham. Yes, only 22 office or States. 

Mr. Lankford. Okay, so in a typical disability determination you 
are taking only basically the documents that are in front of you. 
If you are going to contact a next door neighbor or if you are going 
to contact an employer, you have to actually get permission typi- 
cally from the person that you are looking at the forms from. 

Ms. Nottingham. Yes. Usually when they file an application 
there is a place for them to list a contact person. Sometimes they 
don’t have anyone or don’t list anyone; generally they do. And we 
also use that just to follow up with them in case we lose contact 
with them. So if it is on there, then we already have permission 
to contact them, so we wouldn’t necessarily ask during the middle 
of development. 
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Mr. Lankford. Okay, what I am trying to figure out is there is 
really no investigation; you are taking the documents, the one- 
sided — and this is going to sound more caustic than it should — the 
biased documents, because everyone has a natural bias; they are 
applying for disabilities, they are going to make sure they write it, 
prepare it, or they have counsel that is helping them prepare it to 
make sure they get all the right words on there to be able to detail 
out here is what needs to be. That is really all you have to evaluate 
by- 

Ms. Nottingham. We are very limited in what we can get. That 
is why I mentioned the point about having only a consultative ex- 
amination when someone doesn’t have treatment. It is best when 
we have records for years because the consistency helps make sure 
we are making the right decision if there is a consistent history of 
how they have been doing. But when we only have an exam or one- 
time exam, it really leaves the decision a little bit more question- 
able. 

Ms. Speier. Can we have Ms. Nottingham go through her rec- 
ommendations that were in her statement that I don’t think you 
actually got to, did you, or you kind of rushed through? 

Ms. Nottingham. One of the things that we would like to look 
at the MIRS policy, the medical improvement review standard, in 
general. 

Ms. Speier. Right. 

Ms. Nottingham. Because we do see that very few people get off 
the rolls through this process. 

Ms. Speier. And you would attribute that to the MIRS process. 

Ms. Nottingham. Yes. 

Ms. Speier. So how would you have us change that? 

Ms. Nottingham. When the diaries do have a new decision to 
see if they are disabled at that point, following the initial rolls. 

Ms. Speier. So that is your reference to de novo review, is that 
what you are suggesting? 

Ms. Nottingham. Yes. 

Ms. Speier. So it basically would allow you to open up the entire 
case to look at, as opposed to just looking at documents. So you 
could, for instance, look at social media. 

Ms. Nottingham. By policy we are not allowed to look at social 
media. 

Ms. Speier. I have a hard time with that. 

Ms. Nottingham. I do have some concerns with social media. 

Ms. Speier. All right, tell me what they are. 

Ms. Nottingham. Just that it could be of some benefit, but some- 
one posting on their social media, we would have to make sure you 
can confirm that that was actually them, and also a picture of 
them working on a truck or something like that could have been 
years prior to their actual injury. So it is a piece of information 
that could be useful, especially when you are looking into fraud or 
similar fault, but it is only one piece of information. 

Ms. Speier. All right. Inspector, how would you comment to 
that? 

Mr. O’Carroll. Thanks for asking. I have to say of course we 
have concerns what would happen if they rolled out social media 
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to all SSA employees, and I think that is a management issue with 
SSA. 

But what we think in terms of the social media, and I used that 
in my example here, we have used it on other examples, we think 
it is a good tool. And as it happens now, we call it in the investiga- 
tive world it is a clue. And you take a look at that clue, you take 
a look at other clues, and it is part of a big picture, not the picture 
itself 

So one of the suggestions that I have been coming up with is 
with SSA we now have an national anti-fraud committee, which is 
co-chaired by myself and the CFO of the organization, and one of 
the subcommittees under it I would like us to do a pilot program 
when we start taking a look at giving different SSA employees ac- 
cess to social media and give it a pilot and see how it works out. 
So that is one of the things that I am taking to the national anti- 
fraud, is to see if we can start doing that. 

Ms. Speier. You know, I just am sitting here thinking if 60 Min- 
utes did a piece and showed all of the potential abuse, and then 
it was then turned on us and what are you doing about it, and we 
are basically saying, well, we don’t allow people to look at social 
media. I think we would be laughed at. 

Mr. O’Carroll. I agree. That is why I am saying it is a good tool 
and it is something that SSA should start piloting and see. But it 
is one of those things that, in fairness to them, probably some cau- 
tion needs to be done in doing it; is not something of the snap of 
the fingers. But I think it is something to move into the 21st cen- 
tury, that it has to be considered. 

Mr. Lankford. It doesn’t solve everything, we understand that, 
but it is a tool. As you mentioned, it is a clue; it is something that 
could be out there. It just provides an opportunity for a question. 
Even if there was the opportunity to be able to say notice this, tell 
me about this. Just to be able to initiate the conversation. By the 
way, notice that you also have on your social media that you hire 
out to also mow lawns. That would be something that you would 
ask a question about at some point. 

I want to go back to this MIRS process. We need to drill down 
on this more. There is a difference between their initial evaluation 
and then what happens when we have a CDR. Talk to us about the 
differences here between the two. 

Ms. Nottingham. In my testimony, I mentioned that the defini- 
tion of disability is removed from the CDR process. 

Mr. Lankford. Right. 

Ms. Nottingham. The initial claim process, we are looking at 
their conditions and making assessment of their functioning, and 
then applying the vocational grids and finding out, then, if they 
meet the criteria for disability. We don’t consider that at all in a 
CDR with the MIRS, if there is no indication of significant medical 
improvement. 

Mr. Lankford. Okay, so help me understand. When you are 
dealing with this and you have to evaluate medical improvement, 
what is the grid that you are working through on that one? There 
is the grid that is the prior one. How do you make a decision of 
medical improvement? Because you really have two issues here, the 
medical improvement and then can they engage in substantial 
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gainful activity. Or is this at this point, once we have left it, gain- 
ful activity is not there, it is just medical improvement? 

Ms. Nottingham. You have to consider medical improvement. If 
we can’t establish that there is medical improvement, we would not 
go on to the vocational aspects. 

Ms. Speier. But the problem there is that if it was questionable 
in the initial evaluation, but they got benefits anyway, then you 
are perpetuating what may have been a bad decision to begin with, 
correct? 

Ms. Nottingham. Correct. That happens regularly. 

Mr. Lankford. When you say regularly, are you talking 4 per- 
cent or are you talking 40 percent? I know this is going to be your 
ballpark guess. We get that. So we are not going to hold you to an 
absolute statistical number. Your experience. 

Ms. Nottingham. My experience, and the experience of many ex- 
aminers, would perceive it to be higher than 4 percent. I would 
think maybe something 20 percent is a ballpark. 

Mr. Lankford. That should have never been on in the first 
place. 

Ms. Speier. Mr. O’Carroll, what do you say? 

Mr. O’Carroll. As I said, on that one there, when we did the 
study on it, we found 4 percent for sure, and then we found 8 per- 
cent that was questionable because of the information. So any- 
where from 4 to 12 is us. 

Mr. Lankford. Okay. 

I am sorry to interrupt. Keep going on that, then. 

Ms. Nottingham. It becomes difficult because a lot of subjective 
conclusions are made in the disability process, and we can’t sub- 
stitute judgment, so if we can’t establish an actual true error was 
made, we end up continuing, and we look at, then, if there is med- 
ical improvement. 

So someone who is allowed for very minimal impairments, their 
functioning wasn’t really limited but they were granted disability 
benefits because of maybe the statements they made. The state- 
ments should have been supported by the evidence and consistent 
with everything else, but even though that wasn’t given appro- 
priate weight and they maybe just based the decision solely on the 
statement of the claimant, or maybe even one of their doctors, that 
would be substitution of judgment is how I understand the policy, 
so we would then use the MIRS to find out if there is medical im- 
provement, it would not be an error. 

Mr. Lankford. But we are still back to the same spot. How are 
you defining medical improvement? You are not substituting judg- 
ment, but there is some judgment in this. 

Ms. Nottingham. Yes, the medical improvement is going to be 
subjective. We look at the signs, symptoms, and laboratory find- 
ings. Some conditions have a lot more objective findings, particu- 
larly physical. 

Mr. Lankford. Okay, so help us with an example. Give us an 
example of something working through. 

Ms. Nottingham. A back impairment is something that is very 
common, and we usually look at things. They have x-rays, so that 
is a very objective test, or other imaging, and then we look at 
things like their muscle strength, their range of motion, and any 
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neurological injuries. So we would look at that, and if they still 
continue to have decreased range of motion and some normal 
strength or decreased strength, if those are consistent with what 
we saw before, then we would say that that is not medical improve- 
ment. 

How much medical improvement is where a lot of the subjectivity 
and differences may come in. I would think, though, that most — 
I have seen people who try to use very little improvement, some- 
thing like a range of motion that was limited to 60 degrees and 
then they have 90 degrees range of motion, something minor like 
that, they would try to use that as an argument, and then we get 
overturned. Those would not fight through appeal. 

Ms. Speier. So, Mr. Chairman, I have a question here. You are 
attorneys or you are judges, correct? 

Ms. Nottingham. No. 

Ms. Speier. What are you? I mean what are the examiners. 

Ms. Nottingham. The DDS examiners are State employees and 
the qualifications range from State to State. Most require a bach- 
elor’s degree of some sort, and we have extensive training in med- 
ical policy. 

Ms. Speier. Okay, but no medical training per se, I mean, you 
are not professionally physicians or health care professionals. 

Ms. Nottingham. Correct. Most people would not have a medical 
background. 

Ms. Speier. So you came up through the ranks with a bachelor’s 
degree and then, through training, became examiners, is that cor- 
rect? 

Ms. Nottingham. Correct. We usually have quite extensive 
training, at least of 10 to 12 weeks of pure training, and then we 
ease people into a caseload with extensive review. In my State we 
have a one-year probation for an examiner. 

Ms. Speier. But here is my concern. In a workers comp system, 
in an interesting sort of way, this is like a workers comp system. 
In a workers comp system, it is a system that is very different from 
this system, but there is a physician that evaluates the claim and 
then the continuation of the benefits depends on that physician re- 
view and by a second physician review that may be from the em- 
ployer. 

Ms. Nottingham. We do have doctors that review things, review 
the decisions, the medical assessment in most States. 

Ms. Speier. What States don’t? 

Ms. Nottingham. There are single decision-maker States and 
there are some decisions that do require like any denial for psycho- 
logical impairment would require a doctor. They are the prototype 
States and the 10 additional. 

Ms. Speier. They are the which States? 

Ms. Nottingham. I don’t know. There was a prototype that 
started about 16 years ago, and we are still running on a prototype 
for those 10 States, and there were an additional 10 States that re- 
ceive single decision-maker authority. 

Ms. Speier. Oh, prototype. A permanent pilot. 

Mr. Lankford. Yes, that is a pretty long pilot project. 

Ms. Nottingham. Yes, exactly. I can name a few States, but I 
don’t have that information. 
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Ms. Speier. Can you just name them? 

Ms. Nottingham. Michigan, Missouri, North Carolina. 

Mr. Lankford. Anyone else can jump in on this if you know 
what some of the States are as well. 

Ms. LaCanfora. I don’t know the States off the top of my head, 
hut I do want to say I think we are getting into a very confused 
area on this issue. If the question is do the examiners have access 
to medical consultants, we have hundreds of medical consultants 
on contract, and they review cases. There are certain cases where 
we do not have a medical review, hut we are pretty specific about 
where that is. For example, we have cases called compassionate al- 
lowances; they are very specific impairments where the objective 
medical evidence will prove a finding of a severe disability. In those 
cases we don’t require medical consultation. 

It is a little bit of a complicated area I think that we are getting 
into, but disability examiners generally have access to medical pro- 
fessionals. 

Mr. Cartwright. Mr. Chairman, may I jump in for a moment? 

Mr. Lankford. Sure. Jump in. 

Mr. Cartwright. Now, we have heard testimony today about the 
backlog of CDRs being $1.3 million, is that right? So we are talking 
about 1.3 million people who are receiving SSD or, in some cases, 
SSI who have gone passed their scheduled date for review, which 
makes them part of a backlog, is that it? I see heads nodding. 

So one thing that I am wondering about is whether this is a 
backlog that is disproportionate to the CDR process in SSD. Spe- 
cifically what I am wondering is the people who have originally ap- 
plied for SSD, somebody has had a horrible illness which has left 
him or her, rendered them unable to work, at least that is what 
they think and that is what they claim, so they put in for Social 
Security Disability. And I have heard talk that there are backlogs 
for those applicants as well. Anyone disagree with that? Seeing no 
nodding heads there. 

Does anybody have an idea of what the number of the people is 
who are in that backlog, the people who are waiting for overdue So- 
cial Security Disability initial determinations in this Country? 

Ms. LaCanfora. I don’t have that number off the top of my head, 
but let me try to answer your question this way. I think you hit 
upon a very important point. We have seen extreme service deg- 
radation in the past few years that ranges far beyond the realm of 
program integrity or medical CDRs. We are closing our field offices 
an hour early every day and on Wednesdays we close at noon sim- 
ply because we do not have the resources to handle all the work 
coming in the door. We have lost 11,000 employees in the past few 
years. Our wait times have gone up across the board. 

Mr. Cartwright. So that is exactly what I was getting at, Ms. 
LaCanfora, and thank you for your candor there, because when you 
talk about severe degradation, it doesn’t just apply to the CDR 
process; it applies across the board at SSA, doesn’t it? 

Ms. LaCanfora. Absolutely. 

Mr. Cartwright. Thank you. 

I yield back. 

Ms. LaCanfora. May I also just give you the data that you 
wanted regarding the benefits of individuals on whom we perform 
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CDRs? The average benefit payment for an SSI child is $545 a 
month; the average benefit payment for an adult getting SSDI is 
$1,146 a month. Thus, the reason I said that the payoff is much 
greater for adults on disability. 

Mr. Lankford. Okay, I am going to go to Ms. Lujan Grisham in 
just a moment here, but when we talk about the benefits, the ad- 
ministrative costs, and the backlog, and all that is happening is ac- 
celerating, is some of the issue just the number of people that are 
trying to enter the system? We are dealing with fairly static num- 
bers. When you look at the last five years, the numbers have been 
fairly static for what is actually coming in in administrative costs 
for SSA. 

Ms. LaCanfora. Our workloads have consistently increased, 
while our staffing levels have consistently decreased. 

Mr. Lankford. You have a tremendous number of new people 
that are coming in, your funding levels are not going up, so part 
of our issue is the number of applicants that are coming into the 
system. So part of our question is why have we seen this giant 
jump in the number of applicants get in the system? 

Ms. LaCanfora. Well, I think as we discussed before, this is not 
news. The Social Security actuary, the board of trustees, the Con- 
gress has been well aware, and this has been predicted for many, 
many years. The reason for the growth in the disability programs, 
and we have research done by economists on our Web site which 
corroborates the findings of our actuary, demographic changes have 
resulted in an increase in the number of people on disability, spe- 
cifically the aging of the baby-boomers, individuals entering into 
their disability-prone years, and women entering the workforce and 
gaining insured status under the program. Those demographic 
changes are the reason for the increase in the growth in our pro- 
grams. 

Mr. Lankford. But that is not going to show an increase in why 
we have more children in the program, aging and all those things, 
that dynamic. We have this dramatic increase as well in SSL 

Ms. LaCanfora. There is a very good CBO report that is out 
that talks about the increase in the growth in the childhood pro- 
gram, and it talks about a variety of factors that are also demo- 
graphic. First, there is more widespread acknowledgment and diag- 
nosis of medical conditions among children. We don’t create the di- 
agnosis at Social Security, we follow the medicine. There has also 
been an increase in the number of children living in poverty. And 
you have to remember that SSI is a needs-based program. So as 
more children live in poverty, more applications come in for SSL 

Mr. Bertoni. If I can just jump in here. There is a big gap be- 
tween the growth in physical impairments versus mental impair- 
ments. If you look at physical impairments in the SSI program, the 
line goes like this. If you look at mental impairments, the line goes 
like. So we don’t know what explains that, but we do know that 
on the mental impairment side, when those cases are decided, at 
least in the case of speech and language delay, 80 percent of those 
cases are decided on the functional criteria, which is very subjec- 
tive. So it is not a listing, it is not a grid; it is a functional criteria. 

Ms. Speier. So let’s drill down on that, because a whole group 
from Social Security came in and met with me on ADHD. Speech 
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and language is one of those conditions that does improve as the 
child advances, and you are saying that you are seeing a dramatic 
increase in that particular area. 

Mr. Bertoni. Absolutely. It is one of the top three impairments 
where there are increases. Speech and language delays has in- 
creased significantly, and it is considered by many to be a transient 
impairment, where you can grow out of it with maturity. And the 
allowance rates are very high, so I think it is evident that these 
children have that condition. But the cessation rates are very high 
down the road when they finally do these, MIRS notwithstanding; 
38 percent cessation rate. So it tells me that these folks, these chil- 
dren are likely growing out of this condition, but SSA is not review- 
ing the cases. 

Ms. Speier. Okay. So, to that point, you would say, Ms. 
LaCanfora, that they don’t reap the same benefits, so you don’t 
focus on those cases. But it would seem, based on the GAO’s study, 
that that is the one area where there is dramatic improvement; 
whereas, in many medical conditions of adults, there isn’t improve- 
ment. Certainly in these mental, for the most part, disabilities 
there is dramatic; I know ADHD is one of them. So why wouldn’t 
we, then, focus more attention on those cases, as the GAO is sug- 
gesting? 

Ms. LaCanfora. So the math here is very simple. We could. We 
could do more childhood CDRs. But if we did more childhood CDRs, 
we would do fewer of something else. And then my colleague, Mr. 
Bertoni, would be here with a different report citing the much 
greater loss to the taxpayers in revenue by not doing that other 
group of CDRs. 

Ms. Speier. No, he is going to disagree with you, and I think I 
will as well. Go ahead, Mr. Bertoni. 

Mr. Bertoni. I think we acknowledge that there are resource 
issues and there are tradeoffs to be made. Managers manage; man- 
agers to the pain. We have put on the record at least three impair- 
ments that have cessation rates in excess of 30 percent; ADHD at 
25 percent, some personality disorders 39, and then, of course, the 
speech and language delay. For SSA to come here at some later 
date to say we understand that, we may have a problem, we are 
going to take some piece of the DI money, given the return on in- 
vestment, and perhaps do a limited 10-year look at these cases to 
perhaps cease the ones that need to be ceased, we would not have 
a problem with that; that is managing to your resources. 

Mr. Lankford. Ms. Lujan Grisham, just to let you know, we are 
in a second round on this, so anywhere you want to jump in, you 
are welcome to be able to jump in with any set of questions. So 
take off. 

Ms. Lujan Grisham. Thank you all for being here. This is a sub- 
ject that, in both a positive and not so positive way, are very near 
and dear to my heart. First, my sister, who has been gone many, 
many years, unfortunately, had a significant disability, both phys- 
ical and developmental back when special education was brand 
new. So just in terms of getting any resources for a family tough. 
And I know all too well what it is like even today, decades later, 
what it is like to get disability services, whether it is a Medicaid 
through a waiver, whether it is SSI, whether it is SSDA. Whatever 
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that resource component is, it is very difficult still to get it, attain 
it, hold it, and then make it last for the things that you need. 

And I also worked in the field of aging and long-term care and 
DD, adults with disabilities, world for 30 years. I also come from 
a State who, unfortunately, as has been highlighted now in every 
major news media, has the worst public health outcomes of any 
State in the Country, largely related certainly to socioeconomic 
issues. 

But just look at our fetal alcohol syndrome issues and look at our 
higher than national averages, which are way too high, for autism. 
So when you are looking at the number of kids that are spiking, 
we are also seeing a whole new host of significant increases, and 
I think a lot of it is better diagnostics, but I think probably we will 
find, and that is beyond my pay grade, some researcher is going 
to find very clearly what is going on, I hope, so that we can do 
something about it. 

The balance here, and I appreciate this committee’s hearing 
today and the comments of my colleagues, when we are wasting 
billions of dollars by doing overpayments and not doing an effective 
administrative service, because I worry about the 220 average days 
for somebody to get a disability determination. I am concerned 
about the growing waiting list on the other side. And I do respect 
that you have to manage to your resources, but I worry that in the 
context of this hearing we are going right back to where we go; it 
is all of one and none of the other. 

I think that there can be much more accountability in all of these 
offices. And maybe I am on a diatribe with no question, I am so 
sorry, Mr. Chairman — that is what happens on the second round, 
I guess — that I expect this Administration, probably more than 
most, to do it. But managing to your resources isn’t going to change 
that we need to, I am going to call it a level of care in some of the 
claims determinations review. 

But the last time I heard, when you have Down Syndrome, that 
doesn’t change, that diagnosis; you keep it. So the notion that you 
get better; you can improve some functional limitations, but I al- 
ways am offended when there is a sense that people can get dra- 
matically better. And that is not to say, by any stretch of the 
imagination, that I don’t expect accountability where there can be, 
because it is finite. We have a growing number of people and we 
want to do the best by the number of people we have. 

So if I can maybe boil this down to a question, what can we do 
to balance those two issues more than just we need more resources 
in Social Security? I would be one of those there, I would be one 
of those who is there. But I also want you to be accountable with 
those resources and expect that you do everything in your power. 
How do you start, today, catching up in a way that recognizes that 
I don’t want this to be on the backs of beneficiaries and I don’t 
think — I heard Ms. Lockhart earlier. I may disagree with your 
characterization about how people with disabilities come to you and 
what those situations are. 

How do we right-size those so that we are aggressive on the 
management side, we don’t create more discrimination and a more 
difficult process for people to attain the benefits that they are enti- 
tled to, which are intended to provide dignity, respect, independ- 
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ence, a savings on the long-term care side somewhere else, and an 
opportunity for people to reenter the workforce and to do the things 
that we want them to have every opportunity to do? 

Give me as many quick ideas as you can about right-sizing. No- 
body can. 

Ms. LaCanfora. I will start out. You mentioned the funding 
issue, and I know you are well aware of that, but with respect to 
the discussion of prioritizing CDRs, we wouldn’t have to prioritize 
CDRs if we had adequate funding. We wouldn’t have to prioritize 
them at all because we would be doing all of them. 

Now, with respect to what else we can do, we fully acknowledge 
that we have to evolve the policies in the disability programs to 
keep pace with medicine, technology, the world of work. We also 
have to focus on consistency and objectivity in the decision-making 
process. And we discussed at the last hearing and in our inter- 
vening meeting all of the host of things that we are doing at Social 
Security in that area, and we are working with experts across the 
Nation; the Institute of Medicine, the National Institutes of Health, 
ACTS, the Bureau of Labor Statistics. We have a whole variety of 
initiatives underway to make sure that, in fact, our policies are 
evolving and reflecting today’s economy and today’s world of medi- 
cine. 

Ms. Lujan Grisham. If the chairman will let me, Mr. Bertoni, do 
you have any? Because I worry about that imbalance, which tends 
to occur every time, all or none. 

Mr. Bertoni. Sure. And I think you mentioned Downs Syn- 
drome. That was not an impairment we focused on. We look at the 
broad spectrum of impairments, and we just flagged three that 
looked to be impairments that could yield a return on investment 
in terms of recovery. So we have given them that information, ac- 
knowledge that there are resource tradeoffs, but again, within that 
pot of money, I think they can work more efficiently. Should that 
money come down the road, we would hope that they would con- 
tinue to prioritize to the areas that would continue to give them a 
return on investment. That is unclear whether they would going 
forward. 

Mr. Lankford. I want to recognize the ranking member of the 
full committee, Mr. Cummings. I saw you came in and I want to 
be able to recognize you for time. And this is a second round, so 
it is open microphone, so you have all the time that you need on 
it. 

Mr. Cummings. Thank you very much. I want to thank the com- 
mittee, Mr. Chairman, and the ranking member, for highlighting 
the need to conduct timely CDRs to help make sure disability pro- 
grams are serving the truly disabled. When I served in the Mary- 
land legislature for some 14 years, I was the chairman of the com- 
mittee that oversaw Social Security for the State of Maryland, so 
this is of great interest to me. 

Now, Ms. LaCanfora, would you agree that CDRs are a highly 
cost-effective program and an effective way that ensures that dis- 
ability benefits are going to only those individuals who continue, 
continue to be eligible? 

Ms. LaCanfora. Absolutely. 
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Mr. Cummings. And so when a CDR finds that an individual is 
no longer eligible for benefits, does that mean that the original eli- 
gibility determination was in error? 

Ms. LaCanfora. No. In fact, more often than not, it is due to the 
fact that the person has medically improved. 

Mr. Cummings. And that is what we would hope for, is it not? 

Ms. LaCanfora. Correct. 

Mr. Cummings. I mean, that is a great result. In other words, 
instead of somebody being disabled for years and getting benefits, 
when they have improved, then that helps the person, I guess that 
gets them back to work or whatever, so that helps all the way 
around. 

Ms. LaCanfora. That is right. 

Mr. Cummings. Does a CDR decision to cease benefits because an 
individual is no longer disabled mean that there was fraud? Does 
it? 

Ms. LaCanfora. No, absolutely not. 

Mr. Cummings. And how often is fraud found, though? 

Ms. LaCanfora. Well, this is a question that I think we have de- 
bated quite a lot in prior hearings. The only real data that we have 
on fraud in our disability program is a study that was done by our 
inspector general in 2006 that cited less than one percent of fraud 
in the program. 

Mr. Cummings. So when a CDR is done and fraud is suspected, 
what happens then? 

Ms. LaCanfora. We refer that case to the inspector general. And 
as I said earlier, we refer 22,000 cases each year to the inspector 
general, and those instances of suspicion arise when our examiners 
look at the facts of the case, the assertions of the individual claim- 
ant against all of the records that they have, and they detect some 
sort of anomaly or gap in the evidence. So 22,000 times a year we 
refer those cases to the inspector general for further investigation. 

Mr. Cummings. And you said that is about 1 percent? 

Ms. LaCanfora. The 1 percent is a little bit different. What I am 
saying is you asked how much fraud is in the program. 

Mr. Cummings. Yes. 

Ms. LaCanfora. And the best indicator we have is a study that 
was done in 2006 by the inspector general citing less than 1 per- 
cent fraud. 

Mr. Cummings. Well, let’s go back. I am trying to get to the 
CDRs. What percentage of the CDR cases — you may not have this 
information, and let me know — of the CDR cases is fraud suspected 
and then you pass them on? You follow what I am saying? In other 
words, the CDR is conducted, it appears that there is a problem 
that is connected with fraud. I am asking you do you have any idea 
what percentage of the CDRs that are conducted result in sus- 
pected fraud. Does that make sense? 

Ms. LaCanfora. It does make sense, and Mr. O’Carroll can 
chime in. 

Mr. Cummings. Somebody can answer. If you can’t answer, some- 
body else can. 

Ms. Speier. Actually, Mr. Ranking Member, I think one of the 
points of the CDR, of the CDRs that aren’t done because of the 
backlog, they have established that it is $2 billion — was that the 
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figure you used, Mr. O’Carroll? — of money that would come back to 
the system as a result. 

Ms. LaCanfora. But those cases are not an indication of fraud. 

Mr. Cummings. Okay. 

Ms. Speier. Not fraud, but they no longer have the medical dis- 
ability. 

Mr. Cummings. All right. 

Mr. O’Carroll. There are 22,000 that are referred to us by SSA. 
A small portion, Mr. Cummings, is going to be from the CDRs and 
fraud related to that, and that is sort of the subset that goes to our 
CDI units. We figure of the 22,000 referrals that SSA sends to us, 
about one-third of them are going to the CDI units. So that is 
where there is suspicion in a DDS referred to our CDI units. So 
about one-third of our referrals are in relation to suspicions or con- 
cerns in disability. 

Mr. Cummings. You know, I am sure you all are familiar with 
that 60 Minutes show that came on not long ago. It seemed like 
there were — they talked about these attorney mills. And I am an 
attorney, so I just want you to know, but do you see a lot of that? 
Yes, sir. 

Mr. O’Carroll. As you said, with that series on it, there were 
a number of news articles on it. The Wall Street Journal covered 
it. It was in a number of things. It is one of our biggest concerns, 
what we call facilitator fraud, and that is where you have sort of 
the mills that are going, where there are going to be people do in- 
troductions to people saying that they will get them on disability; 
they will be using unscrupulous medical providers; there will be 
facilitators for it. It has been in the news quite a bit. 

And, yes, we are concentrating on that very heavily. We are 
doing it in, I guess, three regions now; we have units that are just 
out there taking a look at facilitator fraud. They are very difficult 
investigations to do because usually you are using undercover 
agents to be inserted in to be able to show what was happening. 
We film it, we videotape it, we do all that, but it usually takes a 
couple years, where you establish an identity for a person to go in 
as an undercover on it. 

So, yes, we are exploring that extremely a lot. 

Ms. Speier. But, Mr. O’Carroll, in a prior meeting that we had, 
didn’t you indicate that there were thousands of these cases in 
Puerto Rico and so many hundreds of them in New York and so 
many more in West Virginia? 

Mr. O’Carroll. Yes. 

Ms. Speier. Could you just give that number? 

Mr. O’Carroll. The two examples that I used that were really 
specific was Puerto Rico. It is hundreds at this time, but there is 
also suspicion of over 1,000. And in New York City there was a 
large amount on that one, too, where facilitators were going to peo- 
ple as they retired from Government and said to them, we will get 
you on benefits. So we have a couple of those and we have others 
going in the other regions that I talked about. 

Mr. Cummings. Now, Ms. LaCanfora, it has been suggested that 
the medical improvements standards, going back to the CDRs, does 
not allow the removal of beneficiaries who were wrongly awarded 
benefits in the first place. Is it true that under the existing review 
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standards, if a clear and indisputable error in the initial disability 
determination was found during a CDR, the examiner can cease 
benefits? 

Ms. LaCanfora. That is correct. 

Mr. Cummings. So Social Security actuaries projected the dis- 
ability insurance trust fund is only years away from being unable 
to fully finance disability insurance benefits. I would like to just as 
a few questions about that. If the agency performed every CDR re- 
quired in a timely manner, would the savings in spending make a 
small, medium, or large dent in the shortfall in the trust fund? 

Ms. LaCanfora. It would be small. 

Mr. Cummings. How small? 

Ms. LaCanfora. Not being an actuary, I am a little concerned 
about commenting on it, but I think it would not significantly ex- 
tend the life of the DI trust fund. 

Ms. Speier. [Remarks made off microphone.] 

Mr. Cummings. Okay, I am just asking a question. 

Ms. LaCanfora. But it would not extend the life of the trust 
fund. 

Mr. Cummings. I am just asking questions. Thank you. 

So go ahead, what were you saying? 

Ms. LaCanfora. Just that if we did all of the CDRs, certainly 
that is desirable, that is what we all want to do. With adequate 
funding we will do it. But in terms of extending the life of the dis- 
ability trust fund, it would not have a significant impact. 

Mr. Cummings. Well, going to Ms. Speier’s point, we are talking 
about billions of dollars? I see everybody shaking your heads. 

Ms. LaCanfora. Yes. Yes. 

Mr. Cummings. Okay. But you are saying that it wouldn’t, you 
see that as small. 

Ms. LaCanfora. I don’t see it — okay, let me put it into perspec- 
tive. I think was said before, but for every $9 that we save the tax- 
payers, we have to invest, on average, $1. So it is clearly an excel- 
lent investment to do continuing disability reviews; they are essen- 
tial, they should be fully funded without question. 

Mr. Cummings. I agree. 

Ms. LaCanfora. But your question was to what extent would 
doing all of them extend the 2016 date of reserve depletion which 
is currently projected, and my answer is that doing the rest of the 
CDRs isn’t going to have a dramatic impact on that date. 

Mr. Cummings. So what is a meaningful way, do you think, to 
address the shortfall? 

Ms. LaCanfora. The shortfall is not new; there have been short- 
falls in our trust funds at least a half dozen times since the incep- 
tion of the programs, and the Congress has a couple of options. 
They can do payroll tax redistribution and there are a couple of 
legislative mechanisms through which to do that. 

Mr. Cummings. And Congress has acted before? 

Ms. LaCanfora. Yes. 

Mr. Cummings. All right, thank you very much. 

Mr. Lankford. Was that for disability insurance specification 
you are talking about the redistribution? 

Ms. LaCanfora. It has been done for both trust funds. 
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Mr. Lankford. Short of that, what else can we do? Because one 
of the things that Ranking Member Speier and I, when we sent the 
letter, we were trying to detail 11 different items that can be done 
that are not just about efficiency and dollars; they are about people 
in this process, going back to what Ms. Lockhart was talking about 
before. These are lives and people that we hope to be able to transi- 
tion back into productive lives for the sake of their children and the 
sake of the community as a whole and what they bring to society. 
So there are multiple issues here. What are other things, besides 
just redistributing payroll taxes, to be able to stabilize this and be 
able to bring down some of the cost areas? 

Ms. LaCanfora. So I think that there is not a connection be- 
tween any of the items in your letter or any of the things we are 
working on at Social Security and the reserve depletion that is pro- 
jected in 2016. In other words, all of those things that we are work- 
ing on are wonderful ideas and we need to keep our eye on the 
prize and evolve the policy and the program to be more efficient 
and effective. You all have some good ideas as well, but those 
things are not going to extend the life of the DI trust fund. You 
would need to fundamentally, through legislation, completely 
change the nature of the program. 

But I want to go back to something I said earlier, which is the 
policy and the process and the management of the agency is not 
the cause of the reserve depletion. The cause of the reserve deple- 
tion is demographics; baby-boomers aging, women entering the 
workforce. 

Mr. Lankford. I understand. I only partially accept that just 
from some of the other things. We talked last time about the Fed- 
eral Reserve in San Francisco and the report, I am sure you are 
very familiar with that. They also tracked those same issues, about 
women, age, all those things, but they came out with a 44 percent 
of unexplainable increase beyond just demographics. 

So it wasn’t just, hey, this is a pure demographic issue; they 
identified, of the additional people in the system, 44 percent of 
them no one can identify. This shouldn’t be there. That is a fairly 
high number of individuals to enter into the system unexplainable. 
We have talked about the high number of people that are actually 
applying that create this backlog not only of CDRs, but there is a 
backlog of actually getting into the system because so many people 
are hitting the system. They go through the two different DDS re- 
ports and they just automatically go to the ALJs. So there is a 
press in the backlog of the ALJs that SSA has worked on to try 
to fast-track and get people in the system and have the ALJs deal 
with this. 

So we have issues on every side of this. We have 44 percent of 
the people unexplainable while they are pressing into the system; 
we have a fast-track system of actually getting people through the 
ALJ system; we have CDRs that are occurring that we are getting 
18 percent turnaround rate of what we are expecting, and we are 
dealing with the definitions of it. There are issues on each side of 
this that have to be addressed. Some of these are legislative, we 
get that. That is one of the questions that we are asking, what is 
it legislatively do you need. 
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But we do feel like there is a need administratively that does 
make a difference in billions of dollars. If it takes us from 2016 to 
2017, that is a gain. What are we doing to he able to get ahead 
of this? It is just unacceptable to get to 2016 and for Congress to 
wake up and go, gosh, we have a problem. When do we all see it? 

Ms. Speier. Well, and let me also say that regardless of whether 
it is a lot of money or not a lot of money, the system has to have 
integrity; and people who are receiving benefits should be eligible 
to receive benefits, and those that are ineligible or grow out of eli- 
gibility should not receive benefits. And we should have a system 
that works for that end. 

I am curious about, if we could go back to Ms. Nottingham’s 
statement and her recommendations. I would just like to under- 
stand some of the ones you referenced. You said electronic claim 
exceptions should be eliminated to prevent any future claims from 
being processed in a paper format. Makes a lot of sense. Are claims 
still being processed in a paper format? 

Ms. Nottingham. There are still some exceptions. It is very few, 
but it happens still to this day. 

Ms. Speier. Well, by very few, then why is that a recommenda- 
tion if it is de minimis. Is it de minimis? 

Ms. Nottingham. Well, the claims that are currently processed 
that are paper may be de minimis. The problem is that just more 
paper folders in general. When they come up for CDRs, some of 
them are still paper, so the fewer that we have coming in as paper, 
when they become CDRs, the few we all have that are lost. We see 
at CDR maybe a small percentage, but one or two percent of claims 
that are lost is still a large amount. 

Ms. Speier. So you also said the lost folder policy should not 
apply to cases of fraud or similar fault. What is the lost folder pol- 
icy? 

Ms. Nottingham. In the CDR, if the prior decision folder is lost, 
we have to try to reconstruct the file, and if we are unable to do 
that, then we just continue benefits. Prior to reconstruction, we ac- 
tually try to see if they meet the criteria currently, but generally 
we don’t have anything to compare because it becomes really hard 
to reconstruct the prior file. 

Ms. Speier. So that is our fault for losing the file. 

Ms. Nottingham. Correct. 

Ms. Speier. So what percentage of cases are lost folders? 

Ms. Nottingham. My belief, what I see is that it might be more 
than SSA has fully accounted for or been able to track, I should 
say, and I think it is probably like 1 or 2 percent, still. 

Ms. Speier. Okay, so those are small, although, even though 
they are small, they could be a significant number. I understand 
that. 

Revisions to the fraud or similar fault policies are needed. Can 
you kind of expand on that and what kinds of changes should be 
made there? 

Ms. Nottingham. There is very minimal policy at this point in 
time addressing that. Claims are very complex and it is hard to 
prove fraud or similar fault, particularly on CDRs. With CDRs, we 
have to prove that there was fraud or similar fault at the prior de- 
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cision as well, so I don’t actually handle those types of claims, 
though. 

Ms. Speier. Okay, I understand that. Mr. Bertoni was nodding 
his head. Mayhe you can give us some 

Mr. Bertoni. I just think when you start talking about the issue 
of fraud, fraud is a very high bar. To get to fraud, you had to sus- 
pect something, you had to develop a case, and then you had to ac- 
tually get a conviction for fraud, typically. Then there is your fraud 
figure. But is there waste? Is there abuse in the program? Abso- 
lutely. A person who gets on the rolls five years ago, recovers, but 
doesn’t have a CDR for the next three years, you finally call that 
person in, they are deemed not to be medically eligible anymore, 
they have three years of overpayments. Was that fraud? Probably 
not; you probably couldn’t go there and prove that. But was it po- 
tential waste and abuse in the program? Absolutely. So you have 
to look at this in a broader context, and it is very costly. 

Ms. Speier. So ADHD, can I have your opinion on how we are 
handling ADHD cases? 

Mr. Bertoni. I think similar to the speech and language delay. 
We have, again, an impairment that could possibly, according to 
many experts, improve. We know that there is a high approval 
rate, a high cessation rate, and it doesn’t appear to be on the radar 
screen of the agency. I think there is, again, opportunity to look at 
these impairments and do some targeted reviews, again, within the 
current resource structure. And believe me, with additional re- 
sources head on into this area, but right now I would guess that 
the numbers of backlog claims in that $1.3 million are dispropor- 
tionate to the SSI population. So I think there is opportunity here 
to look at that population. 

What is the benefit? The taxpayers certainly benefit. The child 
benefits because they get early intervention, early services, they 
get mainstreamed back into a regular school environment and back 
into perhaps a more productive future. 

Ms. Speier. So here is my one concern here with ADHD. Most 
of the recipients are poor families, probably single parents. From 
my discussions with the experts at Social Security, many of these 
people aren’t eligible for SSDI, the parents, so the SSI is the one 
benefit that can come to a family that has no resources. So I under- 
stand that. 

But what happens, evidently, is that at age 18 there is a review 
done. If it is determined that you still have ADHD, then that ben- 
efit continues into adulthood, which does not make sense. I mean, 
I have a lot of experience with ADHD on a personal level, so we 
need to do something about that point. 

Mr. Bertoni. Almost half of those re-determinations end up 
going into the adult disability population. So the cessation rate, al- 
though it is high, upper fifties, you would surmise that those who 
are deemed eligible, are still disabled at that time, are going to go 
into that next phase of disability. 

Ms. Nottingham. What I see for ADHD claims that come back 
with age 18 for review, we then use the adult standards, so we are 
not using the medical improvement standard at that point, at the 
age 18 re-determination. A lot of those we are not able to find dis- 
abled at that point in time. 
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Ms. Speier. I am sorry, what? 

Ms. Nottingham. We are usually not able to find someone who 
was allowed for ADHD as a child; we usually don’t find them dis- 
abled as an adult, because we are using a new criteria. 

Ms. Speier. I think the numbers are actually pretty high, if I re- 
member correctly, the percentage that continue to be. The percent- 
age of children who have ADHD who then continue to have SSI 
after 18 is not a small percentage. 

Ms. LaCanfora. Ms. Nottingham is correct, and so is Mr. 
Bertoni. We actually cease 50 percent of all of the beneficiaries. 
Specific to ADHD, I don’t know off the top of my head, but child- 
hood beneficiaries at age 18 get the de novo review, to use Ms. 
Nottingham’s term. We are not using the medical improvement re- 
view standard at that point. By law, the age 18 re-determinations 
look at the claim fresh and we apply the adult disability standards 
and we process an initial claim at that point, not looking at wheth- 
er they have improved. That is not a requirement. 

Ms. Speier. But if they still have difficulty focusing, they still 
have ADHD, and so their benefits can continue. 

Ms. LaCanfora. The medical standards are, obviously, a lot 
more complicated than that, and what we look at is, despite treat- 
ment intervention, medication, and so forth, the individual still has 
significant impairments in multiple domains of function. So it is a 
little bit more complicated, but generally those are the more severe 
cases. 

I would also add that there are 74 million children in the United 
States. Less than 2 percent of them get SSL They are the poorest 
children in the Nation, and 32 percent of the children getting SSI, 
despite the receipt of SSI, are still living in poverty. Without SSI, 
it would be more like 60 percent living in poverty. 

Mr. Lankford. Mr. Horsford, just to give you a head’s up, you 
have been here before, this is a second round, so you can jump in 
at any point. 

But I do want to be able to ask Ms. Nottingham you had on your 
statement, to finish up with Ms. Speier was talking about your 
statement, there is to be a consideration of the possibility of requir- 
ing treatment for conditions that may improve. The challenge of 
this is if there is a disability that is treatable, that is manageable, 
and we go to ADHD or other things, whether it may be hearing 
loss or they have hearing aids, whatever it may be, a disability 
that is treatable and manageable, how is that then evaluated for 
long-term disability? Is there the possibility, going back to Ms. 
Lockhart’s earlier statement here, how do we get folks back into 
the community if they have a disability, it is being managed, they 
are capable of getting back in the workforce? Do we? 

Ms. Nottingham. I think this is an area where there is possibly 
room for improvement. We have some conditions where the policies 
are very — maybe the listings address it. Hearing is one thing. 
When we measure their hearing, it is with best correction. Or vi- 
sion as well. There are some conditions like seizures are ones that 
we are very specific that if they are not following prescribed treat- 
ment, then we would not allow them, because most times seizures 
are treatable. 
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There is an exception for following prescribed treatment, it is 
good cause; and usually that is — one of them is access to medical 
care. So you might have a condition, depression, anxiety, ADHD, 
some of these conditions that could very well be improved with 
treatment, but they don’t have access to it, so the hope is when 
they get benefits that they could get treatment and get better; how- 
ever, at CDR many claims we see do not actually have any treat- 
ment. 

The failure to follow prescribed treatment is something that, 
from my experience, is not really used much at CDRs, and I am 
wondering if that is a possibility where we consider that more. 

Mr. Lankford. Okay, slow down. Say that last statement one 
more time. 

Ms. Nottingham. The failure to follow prescribed treatment pol- 
icy is not something that is really considered at CDR. I don’t know 
if that is the direct policy on that, whether we should be or not, 
but in practice it is not really followed and I am thinking that is 
a possibility of where we can be looking into that more. 

Mr. Lankford. Okay, so I want to lean into this. If a person 
could improve, be in the community, be employable if they main- 
tain medication or treatment, or whatever it may be, and they 
choose not to, you are saying that is not considered? Hey, this per- 
son still should be listed as disabled because they are not taking 
the treatment that has been prescribed for them? 

Ms. Nottingham. It depends on the condition. There are some 
that you don’t know, with treatment, how they would do. Some are 
much more likely, like I mentioned seizure disorders, if people get 
treatment on that, they get better and, if not, then they should be 
found disabled. So we would find someone to not be found to be dis- 
abled because they are failing to follow prescribed treatment. How- 
ever, some conditions it is harder to tell how they would respond 
to treatment, like depression or anxiety. But there is little guidance 
on that at this point in time on CDRs and when that would apply, 
outside of a few conditions. 

Ms. LaCanfora. If I might just add one point, and that is we do 
take into consideration a person’s compliance with treatment and 
we do have tools to cease benefits or disallow benefits if a person 
does not comply with treatment, but understand that for medical 
impairments the failure to follow a prescribed treatment is often 
part of the mental impairment; it is not just that the person is try- 
ing to be obstinate, it is that they have a serious mental condition, 
whether it be schizophrenia or something else, that creates an in- 
tense, let’s say, fear of the medication or fear of the side effects 
that the medication creates. So it is a difficult determination and 
we would be happy to work with NADE and anybody else to clarify 
it or provide training on it, if that would be helpful. 

Mr. Lankford. And I am not necessarily talking about the men- 
tal illnesses and such. This is a physical thing. If they have a phys- 
ical disability and they choose not to take medication just because 
they don’t feel a requirement to and say, it doesn’t matter to me 
one way or the other. That is a more serious thing not only for the 
taxpayer, but also for that individual and their families, obviously, 
and somehow we have to have a way to be able to incentivize, say- 
ing re-engage in culture. 
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Again, I come back to what Ms. Lockhart was saying. It is a very 
big issue to isolate people and to be able to separate them out, and 
we basically discourage them from future work, because if they are 
able to work, we want them to be able to re-engage in culture and 
be able to get back to work. But if benefits and all those things 
suddenly go away, there is no sliding scale, there is no possibility 
to be able to drift off this even when there was a pilot, even; how 
do we help people that are capable of doing that actually being able 
to re-engage. So that is something I think we have to take a look 
at, at how we actually can do that. Is that something you need a 
legislative fix on or is that something you have administrative au- 
thority? Can we pilot something or how do we help to be able to 
transition out? 

Ms. Lockhart, are you trying to say something on that as well? 

Ms. Lockhart. Yes. On the compliance, I just want to add to 
that real quickly. We are currently working with our Department 
of Health, for example, with patients with sickle cell anemia. The 
biggest problem with barrier of care we have is compliance. It is 
simply getting the patients to get to the doctor and follow the pro- 
tocol they are given. It is not always a psychological issue as much 
as it a socioeconomic or cultural issue. So we work with them on 
education to help them follow those protocols. 

ADHD, our chief rights on the international level, the standards 
for that, I am not sure he would always agree it is a disability, so 
I would welcome you to contact him at any time to follow up on 
that. 

Currently, Oklahoma has 19,475 children in the aid category 
that are receiving some sort of disability aid. My concern, as we are 
talking about all of this, is not are they getting disability or not, 
but what happens to them. Where are they going and what is their 
future? And within these programs the bigger picture. That would 
be my question. 

Ms. LaCanfora. If I might jump in on the bigger picture, which 
goes back to your question about creating self-sufficiency and hav- 
ing people re-engage in the community and be productive members 
of society, we believe at Social Security, as Ranking Member Speier 
said, that we need to pay the right check to the right person at the 
right time. That is the law and we work hard to do that well. But 
we also believe that part of our mission is evolving policy and prac- 
tice to support people to become self-sufficient and to re-engage. 

And I think at the last hearing I may have mentioned we have 
a research budget and we use that money to test new policies and 
demonstrations, and right now we have a couple right along the 
lines of what you are suggestion. PROMISE is the Promoting Read- 
iness of Minors in Social Security Program. It is an interagency ef- 
fort to grant money to States around the Country. There are 11 
States participating. And the idea is to create community-based in- 
centives very similar to what Ms. Lockhart is doing, and to figure 
out what community supports will work to help children, in par- 
ticular, re-engage and become productive potential working mem- 
bers of society as they age. 

Ms. Speier. Let me just add that for a number of years I worked 
with the developmentally disabled community in my county, where 
what we were doing was placing adult developmentally disabled in 
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positions, in local grocery stores, at drug stores, in law firms, doing 
meaningful work, getting a paycheck, turning tax receivers into 
taxpayers was one of the lines that was used by this nonprofit, 
with great success. And they were developmentally disabled. So I 
would hope that, as we look at ways to just enhance the program 
and create greater self-sufficiency, that we would look at some of 
the models that exist around the Country. I mean, it is not like we 
are reinventing the wheel here. 

But certainly this PROMISE program, if you have youngsters 
who have speech delays or ADHD, I think it would be really impor- 
tant, when they are still minors, to get them working, getting them 
placed in jobs in the communities so that if in fact 50 percent of 
them are ceasing that benefit at age 18, that there is somewhere 
for them to go in terms of being valued members of society in terms 
of employment. 

Ms. LaCanfora. Absolutely. And the PROMISE program does 
include employment support, placement, benefit counseling, and all 
of those integrated supports that Ms. Lockhart was referring to. 
That is the point of the program. And it is not the first time that 
we have engaged on that front. We have completed the Youth 
Transition Demonstration, which targeted youth between the age of 
14 and 25 , and did generally the same thing; we provided commu- 
nity-based supports in many different locations and it proved effec- 
tive. 

Ms. Speier. Well, I guess my point is I think it should be some- 
thing that we do automatically with most of these youngsters, not 
just as pilot programs. Because if they are successful, let’s fold it 
into the existing 

Ms. LaCanfora. Absolutely. Our demonstrations are intended to 
inform the dialogue and provide the Congress with some food for 
thought as you consider legislative changes to the program. 

Mr. Lankford. It is not going to be a 16-year prototype, though, 
is it? 

Ms. LaCanfora. No. 

Mr. Lankford. We would like to see some progress on. 

Ms. LaCanfora. We have actually completed the Youth Transi- 
tion Demonstration. The findings are publicly available and there 
are some really interesting things that we found. Community-based 
programs do work. PROMISE is going to, I believe, further corrobo- 
rate that evidence. 

Mr. Lankford. Great. Let me ask about the vocational grid. We 
have talked about this before. I was six, I think, when it was final- 
ized. How are we doing on the vocational grid? 

Ms. LaCanfora. We are doing well. I think there are two pieces 
to this. The first is the update of the occupational information sys- 
tem. That is the dictionary of jobs that you mentioned has not been 
updated in a long time. We have partnered with the Bureau of 
Labor Statistics. We are cooking along. 

Mr. Lankford. Our date for that to be completed? 

Ms. LaCanfora. Our date is 2016, when we believe we will have 
something useful. 

Mr. Lankford. Still on track. 

Ms. LaCanfora. We are on track, absolutely. The grids is a 
slightly different, yet very much related issue. You know, and we 
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discussed it at the last hearing, we attempted rulemaking on the 
grids in the past and we were shut down, essentially, and the rea- 
son for that is that we did not have an evidence base behind the 
proposal that we made to increase the age limits in the grid; and 
when we got questions about the disproportionate effects to minori- 
ties and other questions, we didn’t have the science to back it up. 
We learned from that experience; we are not going to make that 
mistake again. 

So we are, as I described to you before, in the process of building 
our evidence base to support logical changes to the grid, and we are 
well under way. We are working with the Disability Research Con- 
sortium and the Library of Congress. We are engaging them in a 
literature review to look at how other disability systems, both 
internationally and in the private sector, use age, education, and 
work in their systems so that we can learn from that and shape 
our own policy. 

Mr. Lankford. The date for that? 

Ms. LaCanfora. The initial phase of literature review from the 
Disability Research Consortium, we expect their report in a couple 
of months. 

Mr. Lankford. Okay. Is that something that will be available to 
us as well to be able to review? 

Ms. LaCanfora. Yes. 

Mr. Lankford. How publicly available is that? 

Ms. LaCanfora. We can share. We can share the findings with 
the committee. 

Mr. Lankford. So we are talking July-ish, somewhere through 
there? 

Ms. LaCanfora. Yes. Now, understand that is the first phase of 
our exploration. 

Mr. Lankford. I understand. That is getting the science out 
there to be able to review it. Then the next part of it, after that 
is done, then it is a matter of starting to make the recommenda- 
tions. 

Ms. LaCanfora. Exactly. 

Mr. Lankford. You hope to get all this together by 2016, but the 
vocational grid and the other recommendations, get them to com- 
plete proposal? 

Ms. LaCanfora. That would be ideal, yes. It really depends on 
what we find in the exploration. Remember that the law requires 
us to consider age, education, and work as part of the determina- 
tion. How we do that needs to evolve over time, as people work 
longer and so forth. But it is a very complicated analysis. So we 
are in the fact-finding stage. 

Mr. Lankford. Okay, let me ask another question we have 
talked about before, and that is the high rate of reversal judges for 
the ALJs, whether it be Judge Daltry or any number of others 
there. You have CDR funds that have been allotted. You have said 
you are setting aside some of those for the high priority cases. Are 
those some of the high priority cases that you are actually tar- 
geting, some of these high reversal ALJs? 

Ms. LaCanfora. Yes. 

Mr. Lankford. Okay. How is that coming so far? 
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Ms. LaCanfora. So we have been looking at this from a legal 
standpoint, because you know we try hard to respect judicial inde- 
pendence of our ALJs, so there are some legal parameters that we 
need to work within, and we have been working hard to kind of fig- 
ure out a path forward. But we believe that we are going to get 
to where this committee wants us to be and where we need to be 
by looking at the cases that have the potential of being out of policy 
compliance. 

In other words, we know what cases are problematic from a pol- 
icy standpoint, and we are going to target those cases; and in doing 
so we will get to a lot of the decisions that were problematic and 
made by those judges that were outliers or that were high allow- 
ance rate judges. And we will take those cases and put them to the 
front of the CDR pipeline. So we will do CDRs. 

Mr. Lankford. So give me a date on that. When does that begin? 

Ms. LaCanfora. We are going to start that now. 

Mr. Lankford. Okay, that is ongoing now. One other quick ques- 
tion on the medical improvement definition GAO. You have some 
thoughts on this as well, Mr. Bertoni, I understand, of how we han- 
dle this. 

Mr. Bertoni. Well, in our report essentially there was much con- 
fusion about how to apply some of the provisions in terms of the 
exceptions; how much improvement in medical capacity was suffi- 
cient to determine or make a judgment of cessation. It just wasn’t 
clear. There was a lot of confusion. We surveyed every DDS direc- 
tor and a number of examiners, had a 95 percent response rate, I 
believe, and there was a lot of confusion as to how to apply those 
two critical provisions. And we asked the agency to go in and put 
some more granularity around those instructions. It hasn’t oc- 
curred, and we still think it needs to. 

Mr. Lankford. How does that happen? 

Mr. Bertoni. That is in SSA’s ball court, ball whatever, field. 

Mr. Lankford. Ms. LaCanfora, it is on your desk. How does that 
happen? 

Ms. LaCanfora. So it has happened. We have done training on 
the medical improvement review standard and the exceptions. 
However, as I mentioned before, we have lost 11,000 people. The 
lack of funding has resulted in high turnover in the DDSs, so train- 
ing is not a one-time thing; we need to do continual training. We 
have been reviewing cases where the medical improvement review 
standard was utilized and we are looking at where we need to pro- 
vide new improved training and clarity, and we will do that. And 
we are happy to work with NADE to do that. 

Mr. Lankford. And the goal here, again, is to get people back 
out to work. We are all on this dais we are all unanimous. There 
needs to be a safety net for the most vulnerable. But if there is an 
expected return to work, how do we help transition people back out 
to work and be evaluated? When they are in a vulnerable moment 
that our society comes alongside of them, but also incentivizes that 
there is an end-date for people that are expected to have returned, 
so how do we help you in that process. 

So the medical improvement, and this definition becomes very 
helpful to us to know that it is not a matter you are 100 percent 
back, you are not going to be 100 percent back. Everyone lives with 
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aches and pains. My ranking member lives with aches and pains 
all the time from past injuries. She is doing extremely well. So 
there are other people I have talked about before in my own family, 
in a wheelchair, all sorts of different medical issues that do ex- 
tremely well vocationally. How do we help incentivize that and to 
be able to encourage people to re-engage with culture, again going 
back to what Ms. Lockhart asked. 

So I am not saying we have to determine that today. I am saying 
from this panel we want to see a way that medical improvement 
is clear and that they see improvement not back to 100 percent, 
but see improvement where they can re-engage again for the sake 
of their families and our economy. 

Mr. Bertoni. Mr. Chairman, earlier you talked about the initial 
decision and not being able to overturn a case on the initial deci- 
sion. It is really the last decision. In many cases, in our work, it 
was the ALJ decision that the DDSs were revising in CDR, and the 
information just wasn’t there to determine medical improvements. 

So I really think the agency needs to look at reconciling the tools 
that they have at the initial level, and I think they are doing some 
things there to standardize and to get enough information in the 
record, where you can revisit and determine medical improvement. 
I think there are real issues at the ALJ level, where that tool just 
doesn’t exist yet. I know they are thinking about it, but I think 
something needs to happen there. 

Ms. Speier. I am not following you. What tool are you talking 
about at the ALJ level? 

Mr. Bertoni. I don’t believe there is at this point. At least at the 
DDS level we have eCAT, which provides a platform for the exam- 
iners to more thoroughly document their rationale for the decision. 
And if you had to revisit that in a CDR, perhaps you would have 
more information to document medical improvement. 

At the hearings level, at least in our work, most of the concern 
was that when the DDS revisited that case in a CDR that was de- 
cided at the hearings level, the information was not there; there 
wasn’t enough information to document medical improvement; and 
the agency, I think, needs to look to additional tools that the ALJs 
can use to document more thoroughly that rationale. When you are 
under pressure to process claims, 700 a month, it is real easy to 
fly through these claims with limited rationale; and in the event 
of a CDR there is not enough there for the DDS representative to 
make a decision. 

Ms. Speier. So are you saying that the ALJ, because they don’t 
have enough information, tends to continue the benefit, but doesn’t 
document it enough? Is that what you are saying? 

Mr. Bertoni. I would say in our case, in our review, the concern 
was that when the DDS examiner received the CDR for review, 
and the last person who touched it was an ALJ, that decision, that 
justification did not have sufficient information for them to deter- 
mine medical improvement. So there could be an opportunity to 
provide additional tools at the ALJ level so that decision is more 
thoroughly documented, the rationale is there for the DDS exam- 
iner, should there be a CDR, to make a determination of medical 
improvement. 
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Ms. Speier. And the ALJ typically has attorneys write their deci- 
sions, correct? 

Mr. Bertoni. I will defer to the agency on that. I know that hap- 
pens; I don’t know to what extent. 

Ms. LaCanfora. That is true. There are four support staff to 
every ALJ. I do want to agree with Mr. Bertoni, though, in terms 
of the importance of documentation. He mentioned eCAT, which is 
the electronic case analysis tool. It is basically a tool that the DDSs 
use to thoroughly document the rationale for their decisions. We 
love that took because it inspires policy compliance consistency 
across the board. We are implementing a version of that with the 
ALJs, we call it the electronic bench book, but it is essentially the 
same thing. Think of it as sort of a tool that pads you through the 
decision and makes you document your rationale. 

Mr. Lankford. When? 

Ms. LaCanfora. I have to get back to you on that one. I have 
to ask Mr. Sklar what his plan is. 

Mr. Lankford. But we are thinking in the next year, the next 
five years? What are you thinking? Give me a ballpark. 

Ms. LaCanfora. Probably somewhere in between for a full roll- 
out. 

Mr. Horsford. Mr. Chairman? Mr. Chairman, I want to break 
in here because I want to ask about the continuing disability re- 
views, which was the primary purpose for the hearing today, and 
talk about this annual report on continuing disability reviews re- 
port that was done by the SSA that found that the Government 
saved approximately $5.4 billion in fiscal year 2011 alone as a re- 
sult of completed continuing disability reviews. I think, from what 
I understand, part of this problem is a huge backlog and a lack of 
staff resources at the front end of the process where the initial de- 
terminations are made, is that correct? 

Ms. LaCanfora. Yes. 

Mr. Horsford. So what are the current barriers, then, to con- 
ducting more medical CDRs? 

Ms. LaCanfora. We need adequate, sustained, and predictable 
funding; and that is the number one way to get current on medical 
CDRs. The only way. 

Mr. Horsford. So the chairman and the ranking member sent 
an 11-page letter yesterday regarding recommendations for im- 
provements to the disability program. What were some of the ex- 
amples of how SSA is already addressing some of those concerns? 

Ms. LaCanfora. Well, the committee suggested, for example, 
that we ensure that claimant representatives give us all of the evi- 
dence at their disposal, and we have actually already done that. 
We have a notice of proposed rulemaking out for comment right 
now; it went out on February 20th. The comment period is open, 
so we are already there. 

Mr. Horsford. And what is the estimated number of positions 
that you need based on the current backlog that is in place? 

Ms. LaCanfora. I will give you a dollar amount. In fiscal year 
2014, we were given the Budget Control Act level of funding, 
$1,197 billion, to do program integrity work. In fiscal year 2015 we 
need from the Congress $1,396 billion for program integrity. Subse- 
quent to fiscal year 2015, the President’s budget has a proposal for 
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mandatory sustained funding for program integrity, and we hope 
that the Congress will support it. That is what we need to get the 
job done and to eliminate this backlog of medical CDRs. 

Mr. Horsford. So despite the fact that every dollar that is spent 
on CDRs saved the Federal Government $9, that lack of funding, 
in large part, is what is contributing to this 1.3 million backlogs 
of CDRs. 

Ms. LaCanfora. That is the reason. 

Mr. Horsford. So, Mr. Chairman, I would just ask that we enter 
this report into the record. I agree that there are a number of dif- 
ferent policy and operational recommendations that need to be im- 
plemented, but I also think that the main thing we need to do as 
Congress is to properly fund and resource where there is the great- 
est return on investment, and that is through the CDRs. That is 
the front-end part of the process. 

I know we had an extensive hearing about the ALJs and what- 
ever discretion that they have, and that is an important discussion, 
but I just feel like the meat of the problem is at the front-end, and 
it is really about a lack of resources to a program that we know, 
when you fund it, it works and it provides the types of medical re- 
views that are necessary. 

So I yield back. 

Ms. Speier. Ms. LaCanfora, the inspector general had put up 
that one photo of the rock band star who obviously was provided 
benefits inappropriately. Have you clawed back that money? 

Ms. LaCanfora. I don’t know that specific case. I will say that 
we identified that case and referred it to the inspector general. 

Ms. Speier. All right. Would you just inform us as to whether 
or not you have attempted to claw back that money? 

Ms. LaCanfora. Sure. 

Ms. Speier. All right. 

And then to you, inspector general and to you, Mr. Bertoni, you 
have spent a lot of time in this issue area, and I would like to just 
know from each of you recommendations you would make to us for 
improvements to the system beyond what you have provided. And 
I guess to you, Mr. Bertoni, if there is another issue area that you 
think we should be requesting you to look at at the GAO, we would 
be happy to make that request of you to kind of make the system 
work more effectively. 

Mr. Bertoni. Well, I think we have done a lot of work on the 
front-end of the process, looking at the initial claims process, SSA’s 
processes for moving claims through the system. I think there are 
opportunities to gain some efficiencies there. I understand the re- 
source issues, I certainly do, but again I think there are opportuni- 
ties for efficiencies there to be able to process claims more quickly 
and smoothly. 

I think there is opportunity in the area of quality assurance to 
make sure that if we are in an environment where we have a back- 
log situation, we are telling people to process a lot of claims, that 
we also keep our eye on the quality assurance piece so that these 
are not only quickly processed, but accurately processed. And ulti- 
mately I think follow-on work, I would be interested in doing a top- 
to-bottom review of the medical continuing disability review proc- 
ess, the CDR process, some of the assumptions, some of the for- 
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mulas, things that are being used to drive these reviews. I think 
that would b^e great work. 

Ms. Speier. Mr. O’Carroll? 

Mr. O’Carroll. Just a couple things, and I guess this is a good 
time to say it. I think one of the common tones or themes through- 
out this hearing has been what we talk about all the time. There 
is a balance between stewardship and service, and one of the 
things I guess that has come out, and I was looking at my numbers 
as we were sitting here, is that there is about — we are talking 
about the 1.3 backlog on CDRs, million backlog on it, and there is 
about that same, if not more, backlog for initial claims going into 
SSA. So the agency has to make that balance out between steward- 
ship and the service part of it. 

Our job is to keep reminding them about the fraud, waste, and 
abuse side of it. And I think one of the other themes from this 
thing has been if we prevent the fraud, one prevention is best. Let’s 
get the money before it goes out the door and prevent it. That is 
the reason why the CDI units have been so effective. And along 
that same line, with the CDI units, we bank now about $10 billion 
in savings by using the CDI units, and going back to what Mr. 
Cummings was talking about in terms of the trust fund on it, that 
might equate to $10 billion, it would be about an extension of a 
month into the trust fund, which is a big deal. So my feeling is that 
these anti-fraud initiatives are major money savers for the trust 
fund and it is something that are very successful and we can show 
it. 

So, anyway, one other thought on the funding part that we were 
talking about, too, was that we suggested a number of times, we 
put it every year when we go to 0MB for our budget presentation, 
we put it in each time with our appropriators, is an integrity fund 
for SSA. And with that integrity fund is with the $3 billion-plus 
that are recovered every year in terms of overpayments, if SSA 
could have access to some of that money. What we have suggested 
is 25 percent of that money, and use that for the anti-fraud initia- 
tives like CDRs and other things that would fund it; it wouldn’t 
need any additional funding for it. 

One of the other things we would like is if the IG could get a 
percentage of that, we can use that for expansion of the CDI pro- 
gram and be better able to address the 22,000 disability referrals 
we get from SSA every year. In terms of our resources that we 
have, we are doing about 10,000 cases from the resources that we 
are getting, and we could do a lot more if we had more resources, 
and I think an integrity fund, instead of coming and asking for a 
bigger appropriation, would be very helpful. 

Mr. Lankford. What is the source of the integrity funding? 

Mr. O’Carroll. Integrity fund would be the recovered dollars 
that are coming from the recovery of overpayments. So SSA is 
banking $3.26, I think, in overpayments every year that are recov- 
ered, so instead of that going back into the trust fund or into the 
general fund, which some of the money goes back to, redirect that 
back into anti-fraud initiatives. 

Mr. Lankford. Okay. I have one last question, unless you have 
additional things, and that is this issue that you referred to the 
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bench data system that is trying to line up, the eCAT and then 
there was the other one. 

Ms. LaCanfora. The electronic bench book. 

Mr. Lankford. The electronic bench book. Until that is up to 
speed, we are still going to have an issue with ALJs that have final 
basically document that we can’t track all the reasons for and all 
the policy documents for. So when we come back to do CDRs, it is 
not written in such a way that we can really evaluate medical im- 
provement. 

Ms. LaCanfora. Let me say that we have no indication that that 
is a widespread problem. Certainly we want the ALJs to do exten- 
sive documentation, and the electronic bench book will help that, 
but under current policy and process they are doing that today; and 
there are always going to be cases where we don’t do as good a job 
as others, but I don’t have an indication that that is a systemic 
problem. 

Mr. Lankford. Okay. Anyone else experience that? Ms. Notting- 
ham? 

Ms. Nottingham. I would disagree with that. The most common 
complaint I hear from other examiners about ALJs is that the al- 
lowances are not well documented. I can tell you that the denial 
decisions that they do usually are well documented, but the allow- 
ances, it is very hard for us to make a finding of medical improve- 
ment when we don’t really know what they were allowed for. It is 
sometimes difficult to really see what their rationalization was 
when there is — you know, their rationalization on the decision on 
a denial might be 9 or 10 pages long; whereas, an allowance is gen- 
erally like 1 or 2 pages. 

Mr. Lankford. Tough to be able to tell on that, then, 1 or 2 
pages. So when we are dealing with that, how do we process this 
in the meantime? We have something coming in the future with 
the bench book. How do we deal with medical improvement until 
we get that in place? 

Ms. LaCanfora. Let us get back to you on the bench book, be- 
cause I don’t want to speak prematurely, but I believe we are al- 
ready well into the rollout of the electronic bench book. 

Mr. Lankford. Okay. 

Okay, final questions or thoughts? Anyone else have final ques- 
tions or thoughts as well? 

Long day. Thanks for allowing us to be able to pummel you with 
questions. We want to help in this process and I appreciate what 
everybody is doing to be able to serve some of the most vulnerable 
in our society. So thank you. 

With that, we are adjourned. 

[Whereupon, at 4:10 p.m., the subcommittee was adjourned.] 
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The Honorable Carolyn W. Colvin 
Acting Commissioner 
Social Security Administration 
6401 Security Boulevard 
Baltimore, 'M0 21235 

Dear Ms. Colvin; 

The Committee on Oversight and Government Reform is continuing its oversight of the 
Social Security Administration’s management of two large federal disability programs: the 
Social Security Disability Insurance program (SSDI)' and the Supplemental Security Insurance 
program (SSI),^ On June 27, 2013, five current and former SSA employees including Deputy 
Commissioner of Disability Adjudication and Review, Glenn E. Sklar, testified at a 
Subcommittee on Energy Policy, Health Care and Entitlements hearing titled “Oversight of 
Rising Social Security Disability Claims and the Role of Administrative Law Judges.’’^ At the 
hearing and throughout the Committee’s oversight efforts, a number of current and former SSA 
employees expressed concern about the agency’s inability to limit program benefits to 
individuals who have a genuine disability that makes them unable to work. 

Accurate disability determinations are crucial given that the lifetime value of federal 
benefits to disability program beneficiaries, including benefits in other programs linked to 
disability program participation, has been estimated at $300,000.^ One of the primary problems 
identified by the Committee is the agency’s motivation, authority, and oversight structure to 
address these concerns while a large number of SSA Administrative Law Judges (AUs) appear 
to have rubber-stamped individuals onto disability programs over the last decade. 


’ SSDI is the federal disability program for adults aged 1 8 to 64 who are eligible for both old-age Social Security 
and SSDI because of their work history and payroll tax contributions. 

'SSI is the federal disability program for both children under age 18 and adults aged 1 8 to 64 who lack significant 
work history and meet the income requirements. 

^ Oversight of Rising Social Seevr ity Disability Claims and (he Role of Adminisii alive Law Judges: Hearing before 
(he Subcomm. on Energy Policy. Health Care, and Eniitlements of (he H. Comm, on Oversight and Gov 7 Reform, 
inth Cong, (2013). 

^ David H. autor&Mai^k Duggan, Supporting Work: a Proposal for Modernizing the U.S. Disability 
iNSURjANCE System 8 n. l O (20 1 0), available at hftp://www.americanprogress.org/wp- 
conient/up!oads/issue.?/20 10/1 2/pdf/autordugganpaper. pdf. 
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Cases reach an ALJ after a state Disability Determination Services (DDS) review finds 
that the individual does not meet the requirements for receiving disability benefits. In 40 states, 
cases only reach an AU after two separate denials from the state DDS, 

Despite the fact that cases typically reach ALJs after two separate DDS denials, hundreds 
of ALJs routinely reversed more than 80 percent of DDS denials each year, with dozens 
routinely reversing more than 90 percent of DDS denials each year.* Between 2005 and 2009, 
nearly one-third of ALJs were reversing at least 80 percent of DDS denials,* 

During a transcribed interview with the Committee staff on October 22, 2013, Jasper 
Bede, the Regional Chief ALJ (RCALJ) for Region 3,’ testified that when AUs have a high 
allowance rate, which he defined as over “75 or 80 percent,”, “it raises a red flag” about the 
quality of the decisions,* The OIG has similarly identified similar ranges as outliers.^ The 
Committee calculated that 930,250 individuals were awarded federal disability benefits between 
2005 and 2012 by ALJs who had annua! allowance rates in excess of 80 percent.'* Of these 
930,250 individuals, over 350,000 of them were awarded benefits by ALJs with annual 
allowance rates in excess of 90 percent." In addition to ALJs with extremely high allowance 
rates, RCALJ Bede also testified that when an ALJ was deciding more over 700 cases “it brought 
into question whether or not the judge was properly handling oases.”'* 

According to OIG, 44 ALJs out of approximately 1,570 ALJs issued at least 700 ■ 
dispositions a year while approving more than 85 percent of those cases for at least two years 
between 2007 and 2013.'* Between 2007 and 20 1 3, these 44 ALJs allowed benefits to more than 
180,000 individuals.''* 

Both the Social Security Board of Trustees'* and the Congressional Budget Office'* 
estimate that without reform, the SSDI trust fund will be depleted within the next two years. If 


* Social Security Administration Adjudication Data for Administrative Law Judges (FY200S-FY2009)., 

‘ Id. 

’ Region 3 consists of ) 8 hearing offices in Pennsylvania. Maryland, Delaware, Virginia, Maryland, West Virginia, 
and Che District of Columbia,. 

* Defined by Mr. Bede as “cenainly anything over ... 75 or 80 percent. Several years ago, that might have been 
[defined as] 85 percent, when everyone, as a whole, nationally and regionally, were reversing cases in the 65 percent 
range.” Transcribed Interview with Jasper Bede, Regional Chief Administrative Law Judge, Social Security 
Administration, in Wash., D.C. at 75 (October 22, 2013). 

^ SSA OIG Audit Report, “Oversight of Administrat>ve Law Judge Workload Trends,” (February 2012), cn>ailobie at 
hnp://0!g.ssa,gov/sites/defau!t/fiies/audit/full/pdf7A-!2-l I-Ol I38_0.pdf. 

Social Security Administration data provided to the Committee. The data was provided in fiscal years. 

“ fd. 

Transcribed Interview with Jasper Bede, Regional Chief Administrative Law Judge, Social Security 
Administration, in Wash., D.C. at i 8 (October 22, 2013). 

Office of the Inspector General at the Social Security Administration, Congressional Response Report: AUs with 
both High Disposition Rates and High AUo'^ance Rates. As a point of comparison, 1,123 ALJs had at least 50 
dispositions in FY 2007 and 1,508 ALJs had at least 50 disrrositions in FY 2012. 

Social Security Administration, “2012 Annual Repon of the Board of Trustees of the Federal Old-Age and 
Survivors Insurance and Federal Disability Insurance Trust Funds.” 
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this occurs, there will be large across-the-board cuts for all beneficiaries. Because we are 
committed to ensuring that the federal disability programs serve the truly disabled, we write to 
urge you to quickly adopt common-sense reforms that will likely reduce a significant amount of 
misspending within these programs. 

In June 2013, the Administrative Conference of the United States (ACUS), a non- 
pailisan. independent federal agency, issued recommendations for ways SSA can improve its 
disability adjudication system and save taxpayer dollars. The ACUS report states, “Consistency 
and accuracy . . , have suffered under the strain of administering such a sprawling program. . . . 
Bringing greater consistency and accuracy to the disability claims adjudication process will 
enhance the fairness and integrity of the program.”” 

Necessary program reform must close loopholes that allow some attorneys and other 
representatives to submit biased and incomplete evidence in an attempt to game the disability 
determination system. In implementing program reform, however, we want the agency to ensure 
that its actions do not disadvantage claimants w'ho lack representation. 

Many of our recommendations are informed by the ACUS report, as well as academic 
literature, oversight hearings,’* and empirical analysis. Given the dire nature of the problem, we 
urge the agency without delay to overcome bureaucratic inertia and initiate these necessary 
administrative actions, many of which would significantly improve the integrity of the federal 
disability programs. 

1 ■ SSA needs to conduct timely CDRs and revise Medical Improvement Standard. 

SSA is not in compliance with the law that requires SSA to conduct medical continuing 
disability reviews (CDRs) every three years, for persons other than those expected to be 
permanently disabled,” CDRs are necessary to evaluate whether individuals receiving benefits 
continue to meet eligibility requirements. SSA is currently behind on CDRs for 1.3 million 
beneficiaries^® including a backlog of 325,000 CDRs for SSDl and a backlog of nearly one 
million CDRs for SSl.^^ For every $1 SSA spends engaging in review of prior awards, the 


The Congressionai Budget Office, 2012 Lon^-Term Projections for Social Security: Additional Information, 
October 20 1 2, 

’’ Administrative Conference RecomrnendaCion 2013-1: Improving Consistency in Social Security Disability 
Adjudications (Adopted June 13, 20)3)- 

Oversight of Rising Social Security Disability Claims and the Role of Administrative Law Judges: Hearing before 
the Subcomm. on Energy Policy, Health Care, and Entitlements of the H. Comm, on Oversight and Gov 7 Reform, 

1 13th Cong. (2013) (statement of Glenn Sltlar, Deputy Comm’r, Soc. Sec. Admin.) and Continuing Oversight of the 
Social Security Administration 's Mismanagement of Federal Disability Programs: Hearing before the Subcomm. on 
Energy Policy. Health Care, and Entitlements of the H. Comm, on Oversight and Gov 7 Reform, 1 1 3th Cong. 

(2013), 

1980 Amendments to the Social Security Act (P.L. 96-265). 

SSA staffbriefing (April 12, 2013). 

■' Id. 



117 


The Honorable Carolyn Colvin 
April 8, 2014 
Page 4 

agency recovered $ 1 1 in benefits that otherwise would have been paid to undeserving 
individuals.^ 

From 1980 to 1983, SSA reviewed a large number of prior awards, finding that 40 
percent of program beneficiaries were not disabled."^ The agency received additional funding in 
the FY 2014 appropriations for an increased number of CDRs; the Congress expects a significant 
increase in the number of CDRs performed this year because of this additional funding. 

However, an increase in CDRs must be coupled with a change to the “medical improvement” 
standard, because this standard does not allow the agency to remove claimants who were 
wrongfully awarded benefits in the first place.^"* Under the current standard, the claimant’s 
record must show that the clairnant made significant medical improvement in order to end 
benefits; if the claimant was not disabled and wrongfiilly received benefits initially, this standard 
of review will not remove them.^^ 

2. SSA's risk-based approach for conducting CDRs .should take into account individuals awarded 
benefits bv red flag ALJs. 

We endorse the agency’s decision to use a risk-based approach for prioritizing CDRs. 
However, during a December 13, 2013, briefing, agency officials stated that the formula does not 
take into consideration the allowance rates of the ALJ who approved the recipient for benefits, 
Because of the backlog of medical CDRs, SSA has not yet evaluated whether or not many of the 
930,000 individuals placed on the program by a “red flag” judge between 2005 and 2012 
continue to meet eligibility guidelines for the program. This could be a substantial problem since 
many of these individuals may not have met the eligibility guidelines at the time they were 
awarded benefits. 

During his transcribed interview, RCALJ Bede testified that at least seven ALJs in 
Region 3 had skewed adjudication data that raises questions about the merit of their decisions. 
During his tenure as Region 3’s RCALJ, the two judges with the most troubling adjudication 
data were ALJ Charles Bridges and ALJ David Daugherty. 

RCALJ Bede testified that he approached ALJ Bridges, a Harrisburg, Pennsylvania, ALJ, 
about the fact that ALJ Bridges was typically deciding more than 2,000 cases per year and 
awarding benefits to nearly all of the claimants before him.^’ RCALJ Bede alleged that ALJ 
Bridges was using inappropriate factors other than symptoms of disability, such as an 
individual’s economic circumstances, to make disability determinations.^* RCALJ Bede testified 

Richard J. Pierce, Jr., tV/iet Should We Do About Social Security Disability Appeals^ , 34 R£GUL.4T|0N at 38 
(CATO Institute, 20l I), available at 

hrtp://www, carci.org/siies/caio.org/riIes/seriaIs/files/reguIaf ion/201 l/9/regv34n3-3.pdf. 

td- 

20 CFR 404, 1594(b)(1) 

SSA Briefing with Committee Staff, (December i I, 2013). 

Transcribed Interview with Jasper Bede, Regional Chief Administrative Law Judge, Social Security 
Administration, in Wash , D C, at, 74, 77, 80-81 (October 22, 2013). 

^‘‘/d.at89, 90. and 137, 
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that he had several discussions with ALJ Bridges to try to convince him to properly review cases 
prior to awarding benefits, but that his efforts largely failed.^’ 

The SSA OIG and the U.S. Attorney for the Southern District of West Virginia are 
currently investigating Judge Daugherty for his alleged role in a long-lasting criminal conspiracy 
to award benefits to thousands of individuals represented by one law f rm.^® From 2005 to his 
retirement in mid-201 1 , ALJ Daugherty had a 99.7 percent allowance rate and awarded disability 
benefits to 8,413 individuals, the equivalent of $2.5 billion of in federal lifetime benefits.^' 

In light of RCALJ Bede’s testimony that ALJ Bridges appears to have decided cases 
inappropriately and the evidence that ALJ Daugherty was apparently rubber-stamping 
individuals onto disability programs, we find it indefensible that the agency has seemingly done 
nothing out of the ordinary to review individuals who were awarded benefits by these two ALJs. 
According to SSA officials, there are currently no plans to prioritize medical CDRs for the 
thousands of individuals that ALJ Bridges, ALJ Daugherty, or other “red-flag” ALJs added to the 
program in order to determine whether or not they are or were ever eligible for the program.^^ 

We understand that SSA is reviewing whether it has the authority to prioritize CDRs of 
individuals approved by “red-flag” ALJs. If SSA has the authority to do so, we urge SSA to take 
the common sense action of prioritizing medical CDRs for persons added to disability programs 
by Judge Bridges. Judge Daugherty, and other red-flag ALJs. 

3. SSA should expand the use of focus reviews. 

Despite having the authority to review ALJ decisions through a process called “focus (or 
focused) reviews,” SSA has failed to adequately review or discipline ALJs with extremely high 
reversal rates or those who had decided an inappropriately large number of cases. 

RCALJ Bede testified that several ALJs in his region had inappropriately high reversal 
rates, but his ability to properly manage these ALJs was limited. He testified that more focus 
reviews are needed to determine whether or not ALJs are producing quality decisions.^'* RCALJ 
Bede testified that “it’s most likely that if you don’t look at the decisions . , . you can’t really get 
an idea” about whether or not an ALJ is issuing legally sufficient decisions.^^ RCALJ Bede 


"w, ai30,74, 91, 144-147. 

E-mai! between SSA OIG staff to Conimitlee staff (October 29. 2013). 

The present value of federal benefils ffoin gaining eligibility' in SSDl, which includes benefits from other 
programs that an individual has been made eligible for because of enrollment in SSDl, has been calculated at 
S300,000, 

Individuals are generally only reipoved from federal disability programs if they show medical improvement. This 
is a concern since many individuals put on the program initially, particularly those pul on the program by “red flag” 
ALJs, did not originally have a disabling condition that met eligibility requirements. There is, however, an error 
exception to the medical improvement standard in which an individual can be removed if their initial award was in 
error. 

Transcribed Interview with Jasper Bede, Regional Chief Administrative Law Judge, Social Security' 
Administration, in Wash., D.C, at27, 57, 97, 103 (October 22, 2013). 

■“ Id, at 131. 

" Id, at 124. 
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testified that one option available to SSA — the focus review program — is a “good first step."^* 
However, according to RCALJ Bede, RCALJs do not have the authority to order focus reviews 
of ALJs they supervise; only the Chief ALJ or her supervisor, the Deputy Commissioner of 
Disability Adjudication and Review, can authorize these reviews,^’ 

We recommend that the agency conduct additional focus reviews so that the problems 
emanating from red-flag judges can be reduced. In order to prevent additional benefits from 
being wrongly awarded while SSA conducts reviews of ALJs who are suspected of gross 
misconduct, we recommend that the agency place ALJs on administrative leave until the review's 
are completed. 

4. SSA should require claimants and their representatives to submit all evidence. 

Since an SSA administrative law hearing is non-adversarial,^* the ALJ has a 
responsibility to represent taxpayer interests. However, the agency does not currently require 
claimants to submit all medical evidence. 

When SSA last revised regulations in this area in 2006, the agency required that 
claimants submit evidence, such as medical documents, without redaction. However, due to 
complaints from claimant representatives’ trade associations, in the final regulation, the agency 
did not require claimants to submit evidence adverse to their claims. As a result, ALJs often 
make decisions based on incomplete and biased information. 

During a transcribed interview on September 30, 2013, George Mills, hearing office chief 
ALJ in Morgantown, West Virginia, testified that some claimants’ representatives “will not give 
you everything” and he only finds out about the missing evidence if the case is later remanded by 
the courts.^*’ Several other ALJs have informed the Committee that this is a significant problem 
as they try to accurately and fairly develop the record. 

During the Subcommittee’s June hearing, Mr. Sklar testified that “the regulations right 
now are ambiguous and I think they need to be fixed, and we will be moving to fix them. We 
haven’t decided precisely which route we are going to take, we are discussing them back at 
Social Security with my boss, the acting commissioner of Social Security, and you can be sure 
we are going to take [ACUS’s] recommendation very seriously.”"" In 2012, ACUS 
recommended several options for revising the cunent regulations that are modeled after other 


at 131. 

" Id. at 140-141, 

In SSA hearings, claimants may retain legal representation to argue on their behalf, but the government does not 
have a representative, 

SSA Disabiliry Benefits Programs; The Duty of Candor and Submission of All Evidence, Administrative 
Conference of the United Stales (Final Report: October 15, 2012). 

Transcribed Interview with George Mills, Morgantown Hearing Office Chief Administrative Law Judge, Social 
Security Administration, in Wash., D.C, at 34 (September 30, 2013). 

Oversight of Rising Social Security Disability Claims and the Role of Administrative Law Judges: Hearing before 
the Subcomm. on Energy Policy, Health Care, and Entitlements of the H. Comm, on Oversight and Gov '( Reform, 

1 13th Cong. (2013) (statement of Glenn Sklar. Deputy Comm ’r, Soc. Sec, Admin.). 
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agencies that have processes similar to SSA’s non-adversarial system- -such as the Patent and 
Trademark Office and the Department of Veterans Affairs.''^ The agency should act quickly to 
remedy this problem. 

5. SSA should revise the “treating source” rule to aJIow ALJs to consider all relevant medical 
opin ions. 

Opinions from credible medical experts should carry substantial weight with SSA 
disability determination decision-makers. SSA regulations currently require that adjudicators 
give controlling weight to the opinion of the claimant’s treating physician even though other 
medical professionals with differing opinions may have examined the claimant more recently or 
more frequently. 

According to Richard Pierce. Jr., a professor of law at George Washington University, 
attorneys and other professional advocates manipulate the current treating physician rule to win 
benefits for clients who are not truly disabled/'^ According to Professor Pierce, attorneys and 
advocates identify physicians who are known to be sympathetic to subjective claims such as 
mental illness or chronic pain."''* Then, disability advocates “often urge their clients to seek 
‘treatment’ from such a physician in order to obtain an opinion of a treating physician that an 
SSA Administrative Law Judge must give powerful effect through application of the treating 
physician rule.”’’^ Professor Pierce states that this abusive practice “forcejs] ALJs to grant 
benefits in cases in which they would not do so in the absence of the treating physician rule.”''* 

According to the ACUS report, “[djramatic changes in the American health care system 
over the past twenty years also call into question the ongoing efficacy of the special deference 
afforded to the opinions of treating sources. Individuals typically visit multiple medical 
professionals in a variety of settings for their health care needs and less frequently develop a 
sustained relationship with one physician.”'" ACUS recommended that SSA revise its 
regulations and policies so that other medical professionals such as nurse practitioners, physician 
assistants, and licensed clinical social workers can be considered acceptable medical sources. 
Based upon what we have heard from disability experts, we believe that revising the treating 
physician rule is an important reform that the agency can make unilaterally to reduce the 
manipulation and abuse within the program."* The agency should act quickly to remedy this 
problem. 


® SSA Disability Benefits Programs: The Duty of Candor and Submission of All Evidence, Administrative 
Conference of the United States (Final Report: October 15, 2012). 

43 

Richard J. Pierce, Jr., "What Should We Do About Administrative Law Judge Disability Decisionmaking?" Of^ 
Law Faculty Publications & Other Works. Paper 85). (201 J), available aL 
http;//scholarship.Jaw.gwu.edu/faculCy_publicaiions/85l . 

Id. 

Id. 

id. 

Administrative Conference Recommendation 2013-1: Improving Consistency in Social Security Disability 
Adjudications (Adopted June 1 3, 201 3). 

Id. 
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6. Hearings should be properly noticed and the evidentiary record should be closed a suitable 
amount of time prior to the hearing. 

In SSA hearings, the case record remains open so that the claimauit may present any 
information to support his or her case at any time prior to the ALJ’s decision."” This is 
incompatible with an ALJ’s proper review of the individual’s case file. This policy allows 
claimants and their representatives to submit evidence after their hearings, which hampers ALJ's 
ability to consider the evidence and prevents questioning of the claimant about the evidence 
while the claimant appears in court. Several ALJs have informed the Committee that claimants 
and their representatives frequently take advantage of this SSA rule by submitting substantial 
medical evidence either the morning of a hearing or after the hearing. 

SSA is running a pilot program in Region I that requires ALJs to give claimants a 75 day 
notice before the hearing and requires claimants to submit a!! evidence five days before the 
hearing subject to good cause exception (also known as “soft” closing of the record).^® ALJs in 
other regions are required to give claimants notice at least 20 days before the hearing.^' This 
additional notice of the hearing allows claimants and their representatives more time to gather 
and submit evidence and gives the ALJ at least five days to examine it prior to the hearing. 

According to agency regulations, ALJs must consider all of the evidence and use the 
entire case record along with statements made at the hearing to determine whether to award 
disability benefits, Thus, it is imperative that they have time to consider all the evidence before 
the hearing. Mr. Sklar testified in June that the pilot “appears to be working reasonably well”^^ 
and other SSA officials told Committee staff that they agree with Mr. Sklar’s assessment of the 
program. If the pilot program is successful, we recommend SS.A expand the program to the 
other regions of the country so that all ALJs have adequate time to consider all the evidence 
before issuing decisions. 

7. SSA sh ould rev iew each applicant’s social media accounts prior to awarding benefits. SSA 
should require that all CDRs incorporate a review of beneficiaries’ social media accounts. 

SSA prohibits ALJs from using social media to develop the case record. Many ALJs told 
the Committee that access to social media sources would be extremely useful in determining 
credibility of a claimant’s statements. Currently, an ALJ must report any allegations of fraud to 
the OIG for further investigation, but it is extremely rare for an ALJ to discover evidence of 
alleged fraud during nonnal case review without access to social media. 


20 C.F.R, §§ 404.900(b), 4 1 6, 1 400(b) (2012). 

“ Administrative Conference of the United States, “Assessing SSA's Region 1 Pilot Program” (December 23, 2013), 
ax'ailable at: http;//www.acus,gov/re5earch-projects/assess{ng--ssas-region-i'pilot-program. 

§§404.938,416-1438 (2012). 

Oversight of Rising Social Security Disability Claims and {he Role of Administrative Law Judges: Hearing before 
the Subcomm. on Energy Policy, Health Care, and EntUlemenis of the H. Comm, on Oversight and Cov '/ Reform, 
i 13th Cong. (2013) (statement of Glenn Sklar^ Deputy Comm’r, Soc. Sec. Admin ). 

SSA Briefing with Committee Staff (September 4, 2013). 
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ALIs and SSA Office of Disability Adjudication and Review staff only reported 41 ! total 
allegations of fraud between FY20t0 to FY2012 to the OIG for further investigation/'' The 41 1 
allegations reported represent only 0,0048 percent of the 8.636 million claims of disability 
during that period. To increase efficiency and reduce the number of erroneous disability 
determinations, SSA personnel should be allowed to review each applicant’s social media 
accounts prior to the decision to award benefits. Additionally, we suggest that SSA require that 
all CDRs incorporate a review of the beneficiary’s social media accounts. 

8. SSA needs to modernize its medical-vocational guidelines. 

The agency currently uses outdated rules to determine whether or not a claimant meets 
SSA’s definition of disability. In 1978, SSA implemented medical-vocational guidelines (“the 
grid”) consisting of four factors - physical ability, age, education, and work experience - to 
determine whether or not an individual can work. The age categories of the grid have not been 
updated to reflect that Americans live longer, work longer, and collect Social Security benefits 
later in life and for a longer period of time.^*^ 

The grid is also problematic in that it categorizes the inability to communicate in English 
as a disability, whether or not a claimant is able to perform work that does not require 
communicating in English, This provision is applied in all U.S. states and territories, including 
Puerto Rico, While SSA officials have indicated that they are currently undertaking an update of 
the vocational grid, the complete update of the occupational grid is not expected to be completed 
until 2016,” after the SSDI trust fund is projected to be insolvent. We urge you to explore ways 
to update the grid more quickly, and in the inierim, issue alternative guidance to assist ALJs 
when they assess an individual’s ability to work in the modern job market. 

9. SSA should expand the Appeals Council’s use of “own motion” review. 

SSA’s Appeals Council has the authority to grant an additional review to a claimant who 
has been denied benefits by an ALJ. If a claimant appeals a denial, the Appeals Council will 
remand the case back to an ALJ or deciding the case itself. The Appeals Council also has the 
ability to review un-appeaied decisions through a process known as “own motion” review.^* 
However, the Appeals Council has declined to use selective sampling as a method of quality 
control, and only conducts own motion reviews through random selection. ACUS recommends 
that the Appeals Council “use announced, neutral, and objective criteria, including statistical 
assessments, to identify problematic issues or fact patterns that increase the likelihood of error 
and, thereby, warrant focused review.”” We support these ACUS recommendations so that 


■''' E-mail from SSA OIG staff to Committee staff (January 31, 2014). 

” SSA data, see httD://www.socialsecuritv.gov/OACT/STATS/table6c7-html and 
httD://www.sociai.securitv,gQv/oact/ssir/SSi l3At C AliowanceData.html (tables V.C I . and V.C2.). 

Hon. Judge Drew A. Swank, Money for Nothing: Five Small Steps to Begin the Long Journey of Restoring 
Integrity to the Social Security Administration's Disability Programs^^X Hofstra L. Rev, 155, 174 
” SSA Briefing with Comminee Staff and Members (December 1), 2013). 

“ 20 C.F.R, §§ 404.969(b)( 1 ), 4 1 6, 1 469(b)( I ) (20 1 2) 
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more decisions are systemically reviewed to identify errors before payments begin. 

10. SSA should increase the number of video hearings. 

Most ALJs reside in the vicinity of the hearing office they are assigned to and thus they 
often must decide whether or not their neighbors are entitled to disability benefits. In a small 
community, an AL.I may feel pressure to grant appeals.^ Increasing the number of video 
hearings with ALJs that have no ties to the local hearing office would reduce the potential 
conflict of hometown bias. Opting for video hearings often results in more efficiency, faster 
scheduling, and more convenience for the claimant."' 

11. SSA should expand the Cooperative Disability Investigations program. 

SSA and OIG jointly established the Cooperative Disability Investigations (CDI) 
program in Fiscal Year 1998 to pool resources and expertise among federal, state, and local law 
enforcement agencies to investigate suspicious disability claims.*^ Each unit is comprised of an 
OIG special agent, employees from the state DDS and SSA offices, and state and local law 
enforcement officers.^ CDI units investigate questionable claims before benefits are paid, but 
can also investigate fraud allegations for current beneficiaries.*’”' The CDI program cunently 
consists of 26 units in 21 different states and Puerto Rico.^* In FY 2013, the CDI program 
reported S340,2 million in projected savings to SSA disability programs as well as an additional 
$246.4 million in projected savings to other entitlement programs, such as Medicare and 
Medicaid. During the lifetime of the program, CDI efforts have resulted in $2.5 billion in 
projected savings to the SSA disability programs and an additional $1.6 billion in projected 
savings to other entitlement programs.^*’ We urge SSA to immediately begin working 
collaboratively with the OIG to expand the CDI program nationwide. 


“ Richard J. Pierce, Jr., “What Should We Do About Administrative Law Judge Disability Decisionmaking?” GfP 
Low Faculty Publications <6 Other Works. Paper 85 1 . (20 1 1 ), available 
http://scholarship.lavv.gwu.edu/faculty_publications/851. 

“ Administrative Conference Recommendation 2013-1 : Improving Consistency in Social Security- Disability 
Adjudications (Adopted June 13, 2013). 

Continuing Oversight of the Social Security Administralion 's Mismanagement of Federal Disability Programs: 
Hearing before the Subcomm. on Energy Policy, Health Care, and Enlktemenls of the H, Comm, on Oversight and 
Gov't Reform, 1 13th Cong. (2013) (statement of Patrick P. O'Carroll, Jr., Inspector General, Social Security 
Administration). 

‘•'id. 

These allegations are often referred to a CDI unit by SSA or DDS as a result of a medical CDR. 

Conllnuing Oversight of the Social Security Administration ‘s Mismanagement of Federal Disability Programs: 
Hearing before the Subcomm. on Energy Policy, Health Care, and Entitlements of the H. Comm, on Oversight and 
Gov't Reform, i 1 3th Cong. (2013) (statement of Patrick P. O’Carroll, Jr., Inspector General, Social Security 
Administration). 

“ Continuing Oversight of the Social Security Administration ‘s Mismanagement of Federal Disability Programs: 
Hearing before the Subcomm. on Energy Policy. Heallh Care, and Entitlemenls of the H. Comm on Oversight and 
Gov't Reform, 1 13ch Cong. (2013) (statement of Patrick P. O'Carroll, Jr., Inspector General, Social Security 
Adminisiration). 
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With the SSDI trust fund rapidly approaching insolvency, we urge the agency to make 
corrunon sense reforms sooner rather than later so that the truly disabled will not suffer because 
of the agency’s inability to properly oversee the federal disability programs. In addition to these 
recommendations, we ask that you continue to meet and work together with union 
representatives, other stakeholders, and Congress about additional cost saving measures. 

If you have any questions about this request, please contact Sharon Utz or Brian Blase of 
the Committee staff at 202-225-5074 or Mandy Smithberger in Ranking Member Speier’s office 
at 202-225-3531. Thank you for your attention to this matter. 
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